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CYTOLOGIC DIAGNOSIS OF MALIGNANT LESIONS OF THE ESOPHAGUS 
AND CARDIA OF THE STOMACH 


HOWARD A. ANDERSEN, M.D., JOHN R. McDONALD, M.D., and ARTHUR M. OLSEN, M.D. 
Rochester, Minnesota 


N RECENT years there have been numerous 

reports in the literature concerning the value 
of cytologic examination of serous fluids, urine, 
vaginal and cervical secretions, gastric juice, 
sputum and bronchial secretions in the diagnosis 
of carcinoma. It is the purpose of this paper to 
add another region of the human body which is 
amenable to this diagnostic procedure. Because 
there are a small percentage (perhaps 10 per 
of cases of carcinoma of the esophagus and 
a larger percentage (perhaps 20 or 25 per cent) 
of cases of carcinoma of the cardia in which the 
roentgenologic and esophagoscopic 
examination are inconclusive, it was hoped that 
cytologic examination of smears might increase 
the percentage of cases in which a correct pre- 
operative diagnosis could be made and also re- 
sult in an earlier diagnosis than had been possible 
by roentgenologic and esophagoscopic examina- 
tion. The work reported in this paper was done in 
the cytologic laboratory of one of us (J.R.M.) 
who has been working in close co-operation with 
the oral endoscopists at the Mayo Clinic. 


cent ) 


results of 


Collection and Preparation of Material 


The material used for cytologic examination 
was collected by several means. 

1. At the time of esophagoscopy, the lesion 
either was touched directly with a cotton swab 
or fluid was aspirated from the esophagus and 
centrifuged. In several cases in which a lesion 


j “Dr. Andersen is a Fellow in Medicine, Mayo Foundation; Dr. 


McDonald is with the Section on Surgical Pathology, Mayo ‘Clin- 


ic, and Dr. Olsen is with the Division of Medicine, Mayo Clinic, 
Rochester, Minnesota, 

Read at the meeting of the Minnesota State ' ren As- 
sociation, Saint Paul, Minnesota, May 9 to 11, 1949 


DECEMBER, 1949 


was not visible in the esophagus, the cotton ap- 
plicator was pushed through the esophagogastric 
junction and withdrawn. 

2. After dilatation of the esophagus, a cotton 
applicator was rubbed over the wire spiral of the 
dilator. 

3. A strip of fine mesh gauze was wrapped 
around the end of an ordinary gastric tube and 
secured with a silk thread. The tube was then 
passed to the point of obstruction, or, if no ob- 
struction was noted, it was inserted for ap- 
proximately 16 inches (40.6 cm.) from the up- 
per incisor teeth and withdrawn immediately. 


Cytologic Examination 


From three to five smears were prepared from 
the material obtained in each case. The slides 
containing the smears were placed immediately 
in a fixative solution consisting of equal parts of 
95 per cent ethyl alcohol and ether. They were 
permitted to remain in this solution for thirty 
minutes, as recommended by Papanicolaou.’ De- 
lay in placing the slides in this solution causes 
drying of the smears and distortion of the cells, 
making them unfit for examination, The staining 
procedure was that which has been used by Wool- 
ner and one of us (J.R.M.).2 The smears were 
examined methodically with the low-power ob- 
jective of the microscope. When suspicious cells 
were observed, they were examined with the high- 
power objective. 

Normal cells of the epithelium of the esophagus 
and cardia, and inflammatory cells such as leuko- 


cytes, lymphocytes and macrophages are not 
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very difficult to distinguish from malignant cells. 
When neoplastic cells appear in clumps, the diag- 
nosis frequently can be made from the appearance 
of a single clump of cells. A single cell may 





len, degenerating cells frequently may be seen. 
These changes may be due to faulty’ technique 
such as allowing the smear to dry before it is 
immersed in the fixative solution. Malignant 


Fig. 1. (above) A small clump of malignant cells contrasted with normal squa- 
mous cells. The cytoplasmic-nuclear ratio of malignant cells is léss and the cells 


stain more deeply than normal cells (x730). 


Fig. 2. (below) A large clump of malignant cells. Many are merely naked 
nuclei; the chromatin is dense; nucleoli are prominent (x730). 


arouse one’s suspicion, but, as a general rule, it 
is probably unwise to conclude it is malignant 
until eight or ten such cells have been observed. 

Malignant cells have several features in com- 
mon. They stain more deeply than do normal 
cells (Fig. 1), owing to the fact that the nuclei 
have a greater affinity for hematoxylin. Because 
of this characteristic, a uniform and consistent 
staining procedure must be followed. Pale, swol- 
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growths, however, contain greater numbers of 
degenerating cells than normal tissues ; therefore, 
if a proper technique was used, the presence of 
many of these cells may arouse one’s suspicion 
concerning the presence of a malignant lesion. A 
careful search may reveal well-preserved cells 
having characteristic malignant features. 

One is attracted by the large size of the malig- 
nant cells. The cytoplasm may be increased in 
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amount, as it frequently is in cases of keratinizing 
squamous-cell carcinoma, or it may be decreased 
in amount and form a narrow rim around the 
nucleus. Occasionally, a naked nucleus may be 
seen (Fig. 2). 

The nuclei vary in size and shape. They some- 
times are round; at other times they are irreg- 
ular, angular and polymorphous. These varia- 
tions are seen best when the cells appear in clus- 
ters. The nuclear characteristics are. best seen 
with the high-power objective of the microscope. 
The structure is heterogenous; it sometimes is 
dense (Fig. 2) but at times is loose (Fig. 3). 
Usually the chromatin is arranged in coarse, ir- 
regular fragments which are deeply stained. The 
nucleoli are larger than those of normal cells and 
they may be solitary or multiple. They also may 
be basophilic or acidophilic. 

Evidence of mitosis rarely was observed in this 
study. In cases in which mitotic figures were 
seen in some of the cells, we observed other cells 
which did not contain such figures. In these cases, 
the diagnosis of malignant cells was made without 
depending on the presence of mitotic figures. 

In some cases, the appearance of the cells was 
so characteristic that it was possible to predict 
the type of malignant lesion that was present. In 
cases of adenocarcinoma, the cytoplasm of the 
tumor cells may contain droplets of mucus which 
appear as light spots in stained smears. An 
acinar arrangement of the cells was not observed 
in any of our cases. In cases of squamous-cell 
carcinoma, cytologic examination of smears may 
disclose sufficient keratinization to permit one 
to predict that this type of tumor is present (Figs. 
4 and 5). One malignant cell occasionally may be 
included in another and suggest the presence of 
a whorl or nest of cells (Fig. 5). 


Material and Results 

This report is based on eighty-six consecutive 
cases in which cytologic examination of smears 
of material obtained from the esophagus or gas- 
tric cardia apparently disclosed malignant cells 
which were considered indicative of the presence 
of a primary malignant lesion at one of these 
sites. In two (approximately 2 per cent) of the 
eighty-six cases, operation subsequently disclosed 
only benign hyperplasia of the squamous epitheli- 
um. The cytologic diagnosis of a malignant 
lesion, therefore, was falsely positive in these 
two cases. In one of the two cases, the opera- 
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_ Fig. 3. (above) A clump of malignant cells with loose chroma- 
tin network (x730). 

Fig. 4. (center) A group of malignant cells with keratiniza- 
tion and formation of a whorl of cells characteristic of squamous- 
cell carcinoma (x730). 


Fig. 5. (below) Inclusion of one cell within another with 
“pearly body” formation characteristic of squamous-cell car- 
cinoma (x730). 


tion was performed after the patient had been 
dismissed from the clinic. In the remaining 
eighty-four cases, the final diagnosis was as fol- 
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lows: squamous-cell carcinoma of the esophagus 
in forty-four cases, adenocarcinoma of the gastric 
cardia in thirty-nine cases, and leiomyosarcoma 
of the esophagus in one case. 


In thirty-one of the forty-four cases of squa- 
mous-cell carcinoma of the esophagus, the diag- 
nosis was confirmed by histologic examination. 
In twelve of the thirteen cases in which the diag- 
nosis was not confirmed in this manner, the 
clinical signs and symptoms and the roentgen- 
ologic findings were considered characteristic 
of a malignant lesion. In the remaining case, 
the presence of a diaphragmatic hernia was sus- 
pected until cytologic examination of an esopha- 
geal smear disclosed carcinoma cells. A review 
of the history and the discovery of a small 
but hard lymph node in the left supraclavicular 
region led to the final diagnosis of carcinoma 
of the esophagus. Esophagoscopic biopsy failed 
to disclose any evidence of carcinoma in six cases. 

An exploratory operation was performed in 
thirteen of the forty-four cases of carcinoma of 
the esophagus. In one of the thirteen cases, the 
only positive evidence of a malignant lesion was 
disclosed by cytologic examination of a smear 
made from material obtained from the wire spiral 
of the esophagoscope after diagnostic dilatation 
of the esophagus. In this case, a lesion of the 
esophagus was observed by both the roentgenol- 
ogist and the esophagoscopist, but neither one of 
them made any comment concerning the nature of 
the lesion. Esophagoscopic biopsy did not dis- 
close any evidence of a malignant lesion, but an 
exploratory operation revealed an _ inoperable 
squamous-cell carcinoma, grade 4, of the esopha- 
gus. In five of the thirteen cases in which opera- 
tion was performed, the involved portion of the 
esophagus was resected. 

In thirty-three of the thirty-nine cases of 
adenocarcinoma of the cardia of the stomach, the 
diagnosis was confirmed by histologic examina- 
tion of tissue obtained with the esophagoscope or 
at the time of operation. In five of the six cases 
in which the diagnosis was not confirmed by his- 
tologic examination, the clinical signs and symp- 
toms and the roentgenologic findings were char- 
acteristic of a malignant lesion. In the remaining 
case, the clinical signs and symptoms and the re- 
sults of the first roentgenologic examination were 
indefinite. Dilatation of the cardia was performed, 
and cytologic examination of material obtained 
from the cardia disclosed malignant cells. Sub- 
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sequent roentgenologic examination revealed a 
tumor of the cardia. In nine of the thirty-nine 
cases, esophagoscopic biopsy did not reveal any 
evidence of a malignant lesion. 


An exploratory operation was performed in 
twenty-two of the thirty-nine cases. In six of 
the twenty-two cases, the presence of carcinoma 
cells was the only microscopic evidence of a ma- 
lignant lesion before operation was performed. 
In all of the six cases, the diagnosis was con- 
firmed by surgical biopsy or by microscopic ex- 
amination of the excised tumor. Resection of the 
cardia was performed in ten cases. 


In the one case of leiomyosarcoma of the esoph- 
agus, the diagnosis was confirmed by esophago- 
scopic biopsy. An exploratory operation revealed 
that the tumor was inoperable. 

During the period in which the eighty-four 
cases of malignant tumors of the esophagus or 
gastric cardia were observed, cytologic examina- 
tion of smears failed to disclose any evidence of 
malignant cells in 120 additional cases of various 
diseases of the esophagus or gastric cardia. A 
primary carcinoma of the esophagus or cardia 
was present in twenty-eight of the 120 cases. In 
fourteen of the twenty-eight cases, the smear was 
prepared from material obtained. from the wire 
spiral of the dilator. Admittedly, this is the least 
satisfactory method of obtaining suitable smears. 
In the remaining fourteen cases, the smear was 
obtained by inserting an applicator through the 
esophagoscope. In six of the latter group of 
fourteen cases, biopsy disclosed a malignant le- 
sion; in the remaining eight cases, it failed to 
disclose any evidence of a malignant tumor. The 
malignant lesion involved the gastric cardia in 
three of the twenty-eight cases. Biopsy failed to 
disclose any evidence of a malignant lesion in 
these three cases. 


Comment 


The results of this study indicate that cytologic 
examination of smears obtained from the esoph- 
agus and gastric cardia is of definite value in the 
diagnosis of primary malignant lesions of these 
organs. In our hands, this examination has been 
of more value in the diagnosis of malignant le- 
sions of the gastric cardia than it has been in the 
diagnosis of malignant lesions of the esophagus. 
This is probably due to the fact that it usually is 
difficult for the esophagoscopist to obtain a speci- 
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men for biopsy in cases of adenocarcinoma of 
the cardia. In some of the thirty-nine cases of 
adenocarcinoma of the cardia, esophagoscopy did 
not reveal any lesion but cytologic examination 
of smears obtained from the cardia disclosed 
malignant cells. In two cases in which the diag- 
nosis was made in this manner, biopsy did not 
disclose any evidence of a malignant lesion but 
an exploratory operation revealed that an adeno- 
carcinoma was present. 

Although statistical proof is lacking, we have 
gained the impression that cytologic examination 
of smears prepared from the wire spiral of the 
esophageal dilator will disclose malignant cells 
more frequently than will histologic examination 
of bits of tissue which adhere to the spiral. Cyto- 
logic examination of smears prepared from the 
spiral disclosed malignant cells in twenty-nine of 
the eighty-four cases, whereas histologic examina- 
tion of adherent bits of tissue disclosed malig- 
nant cells in only seven of the twenty-nine cases. 

The simplest method of obtaining smears for 
cytologic examination in cases in which the pres- 
ence of a malignant lesion is suspected ‘is to insert 
a gastric tube equipped with a gauze tip down 
to the cardia and withdraw the tube immediately. 
Smears then are prepared from the material on 
the gauze. Smears were obtained in this manner 
in ten cases. Cytologic examination of these 
smears disclosed malignant cells in eight of the 
ten cases; in two of these eight cases, it fur- 
nished the clue which led to the correct diagnosis. 
This method of obtaining smears is of value in 
cases of progressive dysphagia in which esopha- 
goscopy either fails to disclose any lesion or is 
contraindicated or impossible. It also may be 
used to obtain material for cytologic examination 
when a trained esophagoscopist is not available. 
In our hands, it has proved of value in one case 
in which a carcinoma developed in a lye stric- 
ture which had been present for sixty years. Be- 
cause carcinoma has an increasing tendency to 
develop in lye strictures as the years pass, cyto- 
logic examination of esophageal smears should be 
performed at regular intervals, particularly in 


cases in which such a stricture has been present 


for many years. The smears can be obtained by 
the method which has just been described or they 
can be prepared from material which adheres to 
the dilator in cases in which dilatation is neces- 
sary. 


Summary 

. This paper is based on a review of eighty-six 
consecutive cases in which cytologic examination 
of smears obtained from the esophagus or gastric 
cardia apparently disclosed malignant cells which 
were considered indicative of the presence of a 
primary malignant lesion of one of these organs. 
In two (approximately 2 per cent) of the eighty- 
six cases, operation subsequently disclosed only 
benign hyperplasia of the squamous epithelium. 
The cytologic diagnosis of a malignant lesion, 
therefore, was falsely positive in these two cases. 
We do not think that it is possible to reduce the 
percentage of cases in which such an error will 
occur. In the remaining eighty-four cases, the 
final diagnosis was as follows: squamous-cell car- 
cinoma of the esophagus in forty-four cases, 
leiomyosarcoma of the esophagus in’ one case, and 
adenocarcinoma of the gastric cardia in thirty- 
In fifteen of the eighty-four 
cases, esophagoscopic biopsy did not disclose any 
evidence of a malignant lesion. An exploratory 
operation was performed in thirty-five of the 
eighty-four cases. In seven of the thirty-five 
cases, the disclosure of malignant cells by cyto- 
logic examination was the only microscopic evi- 
dence of a malignant lesion before operation was 
performed. In all of the seven cases, the cyto- 
logic diagnosis was confirmed by surgical biopsy 
or by histologic examination of the excised tumor. 
Cytologic examination of smears is of more value 
in the diagnosis of adenocarcinoma of the gastric 
cardia than it is in the diagnosis of carcinoma of 
the esophagus. 


nine cases. 
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TUBERCULOSIS IN OLDER AGE GROUP 


That older persons now constitute the major focus of 
tuberculcus infection is emphasized by recent autopsy 
studies which show that a relatively large number of per- 
sons supposedly succumbing to diseases other than tuber- 


DEcEMBER, 1949 


culosis were found to have this disease in active form. It 
is recognized that the disease in older persons is fre- 
quently mild and that the symptoms may be overlooked. 
—Stat. Bull., Metropolitan Insurance Co., (Nov.) 1948. 
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MALIGNANT TUMORS OF THE LUNG 
Their Diagnosis by Cytologic Examination of Sputum and Bronchial Secretions 


JOHN R. McDONALD, M.D., and LEWIS B. WOOLNER, M.D. 
Rochester, Minnesota 


S incntegapes surgery has, in recent years, be- 
come a practical procedure because of the 
marked lowering of mortality. One of the major 
surgical lesions of the lung for which pneumo- 
nectomy is done is bronchogenic carcinoma, which 
no longer can be regarded as a rare disease. 
Whether its incidence has increased is not a prob- 
lem that is easy to settle. Part of the apparent 
increase, undoubtedly, is due to the increasing ac- 
cessibility of the thoracic cavity and lungs to 
methods of diagnosis other than those that were 
available ten years ago. One of these methods 
is the examination of smears of sputum and 
bronchial secretions for malignant cells. 


Bronchogenic Carcinoma 

At the Mayo Clinic, we have a laboratory in 
which cytologic examination of the sputum and 
bronchial secretions is performed routinely in all 
cases in which the presence of bronchogenic car- 
cinoma is suspected. On several occasions, we 
have reported the results which we have obtained 
with this method of examination.’* During the 
three years that this laboratory has been in opera- 
tion, this method of examination has been em- 
ployed in approximately 6,000 cases. In more 
than 400 of these cases, it has disclosed the 
presence of carcinoma cells. In approximately 
four-fifths of the 6,000 cases, the material has 
consisted of sputum; in the remaining cases, it 
has consisted of bronchial secretions, bronchial 
smears or bronchial washings, all of which have 
been obtained by bronchoscopy. If the patient 
is not in the hospital, sputum is collected in a 
sputum bottle containing 8 to 10 c.c. of 95 per 
cent alcohol. .Under such circumstances, the time 
that elapses between the collection of the material 
and the cytologic examination is not important. 
In cases in which the patients are in the hospital, 
it is possible to receive the sputum in the labora- 
tory within a short time after it has been ex- 
pectorated. In these cases, we have been using 
fresh sputum. If any secretions are present in 


From the Division of Surgical Pathology, Mayo Clinic, 
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the affected bronchus, they are collected by the 
bronchoscopist. If secretions are not present, 
the bronchoscopist may swab the affected mucosa 
with an applicator or he may obtain washings by 
instilling 5 c.c. of isotonic salt solution and as- 
pirating it subsequently. A smear is made on a 
slide and fixed in a mixture of alcohol and ether 
according to the method of Papanicolaou. If 
bronchial washings are used, they should be cen- 
trifuged before the smear is made. We routinely 
stain the smears with hematoxylin and eosin. The 
chief advantage of this method of staining is its 
simplicity. 

In our laboratory, trained technicians scan the 
smears after they have been stained. In order 
that they may scan the smears properly, techni- 
cians must be trained in the identification of can- 
cer cells. The necessary period of training varies 
from nine months to one year. The final diag- 
nosis is made by a cytologist or pathologist. It 
frequently is necessary to examine more than one 
specimen. In cases in which examination of one 
specimen of sputum fails to disclose carcinoma 
cells, we endeavor to examine three specimens. 
We believe that the sputum and bronchial secre- 
tions should be examined without any knowl- 
edge of the physical or roentgenographic findings 
in a given patient. If this is done, the pathologist 
will not be influenced by the opinion of the clini- 
cian or roentgenologist. 

The advantages of using sputum instead of 
bronchial secretions are obvious. Since sputum 
is a waste product which can be collected easily 
without discomfort to the patient, several speci- 
mens may be examined in each case. We have 
examined as many as fifteen specimens in one 
case. The disadvantage of using sputum is that 
it is more dilute than are bronchial secretions. As 
a result of this dilution, a longer time is required 
for the examination of sputum. In the average 
case in which the sputum does not contain any 
carcinoma cells, approximately forty-five minutes 
are required for the examination. 

The characteristics which enable one to rec- 
ognize exfoliated carcinoma cells are those which 
are generally known to pathologists. Usually, 
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carcinoma cells are larger than the normal cells, 
there is variation in the size and shape of the 
cells, the nuclei are hyperchromatic and the nu- 
cleoli are prominent. On the other hand, in at 
least one cell type in. bronchogenic carcinoma 
(small or “oat-cell”), the cells are smaller than 
the normal mucosal cells of the bronchus. Cy- 
tologic examination of the sputum and bronchial 
secretions is chiefly of value in the diagnosis of 
bronchogenic carcinoma. It is of particular value 
in cases in which bronchoscopic biopsy is impos- 
sible owing to inaccessibility of the lesion. 

An exploratory operation has been performed 
in 144 of the 400 cases in which cytologic exami- 
nation of the sputum or bronchial secretions has 
disclosed carcinoma cells at the clinic. In seventy- 
nine (54.8 per cent) of the 144 cases, biopsy also 
disclosed the presence of carcinoma before opera- 
tion was performed. In the remaining cases, the 
only miscroscopic evidence of a malignant lesion 
was the presence of carcinoma cells in the sputum 
or bronchial secretions. Pneumonectomy or lo- 
bectomy was performed in seventy-seven of the 
144 cases. In thirty-two of these seventy-seven 
cases, the only microscopic evidence of carcinoma 
was disclosed by cytologic examination of the 
sputum or bronchial secretions. The value of this 
diagnostic method has been questioned because 
the presence of carcinoma cells in the sputum or 
bronchial secretions has been said to be a late 
manifestation of bronchogenic carcinoma. In this 
connection, it is interesting to note that the pres- 
ence of carcinoma cells in the sputum or bronchial 
secretions was the only microscopic evidence of 
carcinoma in thirty-two of the seventy-seven cases 
in which the lesion proved to be operable. 

This method of diagnosis is particularly valu- 
able in cases in which a bronchogenic carcinoma 
is situated in an upper lobe or involves a small 
bronchus at the periphery of the lung. Because 
of physical reasons, the upper lobe is particularly 
inaccessible to the bronchoscopist. Of the malig- 
nant tumors which involve the upper lobe, Pan- 
coast’s tumor and those which cause obstruction 
of the superior vena cava are of particular in- 
terest. 

In order to determine the value of cytologic 
examination of the sputum and bronchial secre- 
tions, we recently made a study of the clinical 
records and follow-up data in 588 consecutive 
cases in which this type of examination was per- 
formed at the clinic.?’ The presence of broncho- 
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genic carcinoma was proved or was strongly 
suspected in 147 of these cases. The examination 
disclosed carcinoma cells in 100 (68 per cent) 
of the 147 cases; in the remaining forty-seven 
cases, it failed to disclose such cells. In none of 
these cases was a falsely positive diagnosis of 
bronchogenic carcinoma made on the basis of the 
cytologic examination. In some of the forty- 
seven cases in which the examination failed to dis- 
close carcinoma cells, it seems probable that ex- 
amination of a larger number of specimens would 
have disclosed such cells. We wish to emphasize 
that bronchogenic carcinoma cannot be assumed 
to be absent in cases in which this method of 
examination does not disclose carcinoma cells. 

In a previous paragraph, we said that cytologic 
examination of the sputum or bronchial secretions 
had disclosed carcinoma cells in more than 400 
cases which have been observed at the clinic. In 
seven of these cases, a falsely positive diagnosis 
of bronchogenic carcinoma was made on the basis 
of the cytologic findings. It is possible, however; 
that a falsely positive diagnosis was made in a 
few more cases. In many cases of inoperable 
carcinoma, it is impossible to obtain a specimen 
of the lesion for microscopic examination, This 
is particularly true in cases in which the lesion 
is inaccessible to the bronchoscopist. It is evident, 
therefore, that the cytologic examination resulted 
in a falsely positive diagnosis of bronchogenic car- 
cinoma in approximately 2 per cent of the cases. 
This should be remembered by physicians who 
are performing this examination or who are rely- 
ing on the results of such examination. 

The following case illustrates the value of 
cytologic examination of the sputum. 


A man, aged fifty-one, had had a severe “cold” for a 
month and a half before he came to the clinic. His 
temperature had been high and he had coughed con- 
siderably. On one occasion he had expectorated a 
small amount of blood. Administragion of penicillin 
had caused his temperature to return to normal. Roent- 
genographic examination of the thorax disclosed a mass 
in the hilus of the left lung (Fig. 1). The presence of 
a bronchogenic carcinoma was suspected. Cytologic 
examination of the sputum on two occasions disclosed 
carcinoma cells of the squamous type (Fig. 2). Bronchos- 
copy was performed twice. On each occasion, it failed 
to disclose any gross abnormality. On one of these 
occasions, a specimen was removed for biopsy, but 
microscopic examination of the specimen did not reveal 
any evidence of a neoplasm, although cytologic exami- 
nation of the bronchial secretions discldsed carcinoma 
cells. Exploratory thoracotomy revealed a squamous- 
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Fig. 1. Roentgenogram showing a mass (bronchogenic carcino- 
ma) in hilus of left lung. 


cell carcinoma which involved the secondary branches of 
the bronchus of the upper lobe of the left lung (Fig. 
3). The carcinoma measured 4 by 3 by 2 cm. and 
involved 3 of the hilar lymph nodes. The convalescence 
was uneventful, and the patient was alive six months 
after the operation, 


Alveolar-cell Tumors 


We have observed seven cases of alveolar-cell 
tumor in which resection was performed. Cyto- 
logic examination of the sputum was performed 
in five of the seven cases. In three of the five 
cases, malignant cells were found in the sputum; 
in one case, the presence of malignant cells was 
questionable ; in the remaining case, the examina- 
tion did not disclose any malignant cells. In an 
occasional case, it is possible to suggest the pres- 
ence of an alveolar-cell tumor on the basis of 
the cytologic findings ; in most cases, however, the 
examination merely will disclose malignant cells. 
Whether alveolar-cell tumors should be treated 
surgically or nonsurgically is questionable. It 
seems certain, however, that surgeons will see 
more and more of these tumors. 


Metastatic Tumors 


Cytologic examination of the sputum and 
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Fig. 2. Carcinoma cells in sputum in case of bronchogenic 
carcinoma (hematoxylin and eosin stain x525). 





Fig. 3. Squamous-cell carcinoma of secondary branches of 
bronchus of upper lobe of left lung. 


bronchial secretions is of minimal value in the 
diagnosis of metastatic tumors of the lung. This 
is partially due to the fact that metastasis usually 
occurs by way of the blood stream and metastatic 
implantation occurs outside of a bronchus. UI- 
ceration, therefore, usually is a late manifesta- 
tion of metastatic tumors of the lung. Malignant 
cells cannot be exfoliated until ulceration occurs. 
Even after ulceration has occurred, cytologic ex- 
amination of the sputum and bronchial secretions 
will not disclose malignant cells consistently. 
In our hands, this method has been more valuable 
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in the diagnosis of metastatic carcinoma than it 
has been in the diagnosis of metastatic sarcoma. 
It has disclosed malignant cells in several cases 
in which an esophageal carcinoma has eroded into 
a bronchus and produced a broncho-esophageal 
fistula. 


Adenomas and Cylindromas 


In our laboratory, cytologic examination of the 
sputum and bronchial secretions has consistently 
failed to disclose atypical cells in cases of adeno- 
ma or cylindroma of the lung. In cases 
of either type of tumor, the overlying mu- 
cosa almost always is intact; therefore, neo- 
plastic cells cannot be exfoliated. This method 
of examination occasionally has been of great 
help in the differential diagnosis of bronchial ade- 
noma of the carcinoid type and _ small-cell 
bronchogenic carcinoma. On the basis of a small 
biopsy these tumors may be difficult to distinguish 
histologically. In cases of small-cell bronchogenic 
carcinoma, the examination usually will disclose 
characteristic cells; in cases of adenoma, it will 
not disclose such cells. 


Summary 


Cytologic examination of the sputum and bron- 
chial secretions is very useful in the preoperative 
diagnosis of bronchogenic carcinoma. It should 
be remembered, however, that this method of 
examination results in a falsely negative diagnosis 
of bronchogenic carcinoma in approximately 30 
per cent of cases and that it results in a falsely 
positive diagnosis of this type of tumor in ap- 
proximately 2 per cent of cases. 
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Discussion 

Dr. Kano Ikepa, Saint Paul: I feel highly honored 
to be invited to discuss Dr. McDonald’s paper. It is 
an important contribution to medicine which should 
receive the recognition it deserves. I have practically 
no experience with cytologic diagnosis of cancer in 
sputum and bronchial secretions, and will not be able 
to add further to his excellent presentation. 

I have followed with much interest the work of Dr. 
McDonald and his associates. He and his co-workers 
are to be complimented on the remarkable results they 
have been getting in the diagnosis of pulmonary cancer 
through the examination of the sputa and bronchial 
secretions. Their work has been thorough and pains- 
taking. Recent reports indicate the diagnostic accuracy 
of this method to be anywhere from 75 to 92.5 per cent, 
and more sensitive than the roentgenogram or broncho- 
scopic biopsy. To obtain the results, however, adequate 
facilities must be provided for the work, namely, the 
properly equipped laboratory, the trained technician, the 
trained cytologist, and the full co-operation of the 
clinician, the nurse, and the patient. 

In sanatoria and institutions where only cases of 
pulmonary disease are taken care of, a department de- 
voted to this work seems indicated. In gereral hos- 
pitals and clinics, the one in charge of cytolcgical 
diagnostic work must personally see that the specimens 
are properly treated. Without the proper facilities and 
personnel trained to do this work, no physician or labo- 
ratory should attempt to utilize this method. No path- 
ologist, furthermore, should feel that he is fully quali- 
fied to make cyto-diagnosis, simply because he is a 
pathologist. 

It was an anatomist who developed a cytologic 
method of cancer diagnosis, and not the pathologist. 
It was a gynecologist who first saw the merit in the 
method and made the practical application of the tech- 
nique in the diagnosis of cancer, and not the pathologist. 
Indeed, for many years, the pathologist had been taught 
to belittle a diagnosis of cancer by the appearance of 
single cells. Today, however, the pathologist has come 
to accept the cytologic method as an important addi- 
tional laboratory aid in the diagnosis of cancer, equally 
as effective in the experienced hands as biopsy. Indeed, 
if we are to believe recent published reports, the 
cytologic diagnosis is often more sensitive and more 
readily obtainable, with equal dependability, in certain 
types of cancer than the biopsy. This is particularly 
true in the detection of early carcinoma of the uterine 
cervix, as in cases of obscure pulmonary lesions, in 
which neither the bronchoscopic biopsy nor the roentgen- 
ograms can afford any assistance, as Dr. McDonald so 
clearly demonstrated. 

The limitations of bronchoscopy and roentgen exami- 
nation for pulmonary cancers are well appreciated. 
Bronchoscopy is done only by experts, and roentgen 
diagnosis is often difficult and controversial. Repeated 
smear examination of the sputum can be carried out 
in any locality, which is a great advantage. Experi- 
mentally, it was possible to demonstrate tumor cells by 
this method in 58 per cent of cases, before the tumor 


(Continued on Page 1230) 
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THE CANCER DETECTION CENTER AT THE UNIVERSITY OF MINNESOTA 


T. BRANNON HUBBARD, JR., M.D. 
Minneapolis, Minnesota 


1 faaaw stg a cancer is localized without lymph 
node metastases the chance of cure is good 
with our present-day tools. However, when the 
cancer has progressed and lymph node metastases 
are present, the cure rate drops markedly. Thus, 
in the breast, a five-year cure rate may be ex- 
pected of 75 to 80 per cent when nodes are not 
involved, but of only 30 per cent or less, when 
there are metastases. In the stomach, results fall 
from approximately 50 to 9 per cent.* Similar 
contrasts are present in other organs. The fact 
remains, however, that a distressingly small pro- 
portion of cancers that come to treatment are in 
an early localized stage. This aspect, that of early 
detection of cancer, is still to be improved upon in 
peripheral cancers such as the breast. However, 
the internal cancers of the gastrointestinal tract 
present the really acute problem in this regard. 
One’s attention is called to such tumors only by 
symptoms or by late signs such as bleeding, anemia 
or weight loss, and by then lesions without nodal 
involvement are few. 


The idea of a Cancer Detection Center is based 
upon these facts, that cancer in its early stages is 
a silent disease, and that with our present-day 
methods of treatment, our primary hope for in- 
creasing the number of cures is to treat cancer 
when it is early. This means, then, picking the 
cancer up in asymptomatic people. 

The Center at the University of Minnesota was 
begun March 1, 1948, with the approval of the 
Minnesota State Medical Association. It isa clin- 
ical experimental project which will have a limita- 
tion of five years, after which the results will be 
evaluated to determine its worth. It was originally 
planned to examine 1,000 new patients each year, 
with each patient returning every six months for 
re-examination.?° From March 1, 1948, to March 
1, 1949, 1,164 new patients were examined, and 
the patients are returning for re-examination in 
one year. It is planned that at the end of five 
years we will have 5,000 patients in all, upon 
which to formulate our conclusions. Our primary 
purpose is, of course, to pick up early malignancies 
in apparently well individuals. In addition, how- 
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ever, we want to determine the practicability of 
such a project, and also to develop methods of 
screening by which those patients may be singled 
out who are most apt to harbor a neoplasm and 
who, therefore, are more in need either of the 
routine or of various specific examinations. In 
this way, a thorough examination may be done of 
a few, rather than a more superficial examination 
of many. 


Only symptom-free, apparently well individuals 
forty-five years of age and over are examined. 
They all are given a routine complete examination 
which occupies the greater part of one day. 


In the Morning: 
1. Complete blood count. 
2. Urinalysis. 
3. Blood Wassermann test. 
4. Occult blood in the stool (both by guaiac and ben- 
zidine tests) after a meat-free diet for three days. 
Gastric expression, using histamine (1 dose, 0.5 mg.) 
as a gastric acid stimulant. 

6. A proctoscopic examination by a proctologist. 

7. Female patients have a complete pelvic examination 
by a gynecologist, with papanicolaou smears. 

8. Photofluorogram of chest. 


wn 


In the Afternoon: 
1. Ear, nose and throat examination by an otolaryngol- 
ogist. 
2. Prostate examined by urologist. 


3. General physical examination by one of our doctors 
with correlation of all findings. 


The latter doctor then discusses the results with 
the patient and the patient is told to return to his 
family doctor for more detailed information. In 
particular, if any cancer or similar lesion is found, 
the patient is told to return to his doctor for im- 
mediate treatment. No therapy is given at the 
Center. Each patient is required to give the name 
of his personal physician, and to the latter is sent 
a complete résumé of our findings. 

This ends the routine examination. Any fur- 
ther x-rays are taken at a later date by appoint- 
ment. Gastric x-ray examinations are not taken 
routinely. We feel that there is a particular need 
for limiting the field to those most likely to har- 
bor a gastric lesion. For instance, St. John, 
Swenson, and Harvey in 1944 subjected 2,413 pa- 
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tients over the age of fifty without gastric com- 
plaints to a brief fluoroscopic examination after 
barium swallow. They found two silent gastric 
carcinomas and one lymphosarcoma, an incidence 
of silent gastric malignancy of 1.2 per thousand 
patients.’ Dailey and Miller in 1945 examined 
500 asymptomatic men over forty-five years of 
age after a barium meal and found three gastric 
lesions: a benign gastric ulcer, a polyp, and an 
antral gastritis? The need for screening such 
patients so that x-rays may be taken only of those 
most likely to develop a gastric malignancy is ap- 
parent. 


The tendency of patients with carcinoma of the 
stomach to have a low free acid on gastric analysis 
is known. At the University Hospitals, patients 
with carcinoma of the stomach have shown achlor- 
hydria in 65 per cent of cases after histamine gas- 
tric analysis. Another 21 per cent show hypo- 
chlorhydria, i.e., a free acid of 30 degrees or less.* 
In comparison, a group of patients of the same 
age group, but with carcinoma in other organs 
than the stomach, showed achlorhydria or hypo- 
chlorhydria in only 56 per cent of the cases.°. 


Based upon these facts, the following study has | 


been carried out. Since August 1, 1945, all pa- 
tients over the age of fifty, who passed through 
the University Hospital outpatient clinic, and 
who had no symptoms of gastric malignancy, were 
subjected to a gastric analysis, using histamine 
(0.5 mg.) in triple doses at half-hour intervals as 
a stimulant. All those who had less than 30 de- 
grees of free acid were given a routine gastro- 
intestinal x-ray examination." Up to August 1, 
1949, gastric analyses were done on 4,172 such 
patients ; 1,419 proved eligible for gastrointestinal 
series. X-rays of this group of 1,419 revealed six 
gastric cancers, twenty-five gastric polyps, and one 
questionable cancer. The significance of gastric 
polyps as a precancerous lesion has been the sub- 
ject of some discussion.**® To go into this 
problem is not within the realm of this paper. 
However, we might point out that of eighty-five 
patients with polyps at the University Hospital 
who have been followed, thirty-one have been op- 
erated on and seven of these proved malignant. 
Whether these represent carcinomas derived from 
benign polyps or polypoid carcinomas, malignant 
from start, remains, of course, a moot point. 

With this background we have relegated gastro- 
intestinal x-ray examinations at the Cancer De- 
tection Center to the following patients: 
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1, Individuals with histamine achlorhydria and hypo- 
chlorhydria (less than 30 degrees free acid). 

2. Patients with occult blood in the stool. 

3. Patients with a strong family history of gastric 
carcinoma. 

4. Patients with unexplained hemoglobin level below 
11.0 grams. 

5. Patients with vague symptoms of gastric pathology 
which in any sense could be interpreted as being 
due to gastric carcinoma by the examining physi- 
cian. 


Similarly, x-ray examination of the colon after 
barium enema has been limited to the following: 


1. Patients with abnormal findings on proctoscopic 
examination. 

2. Patients with occult blood in the stool. 

3. Patients with unexplained hemoglobin level below 
11.0 grams. 

4. Patients with a family history of large bowel ma- 

lignancy. 

Patients who have vague symptoms that could 

possibly be conceived as being due to malignancy of 

the large bowel by the examining physician. 


wn 








TABLE I 

Total number of patients (male, 1049—female, 1057)........ 2106 
Carcinomas: 

ee Gee NE NS WE occ cveeseetacedeceevese 6 
Squamous cell carcinoma of the skin... ..... cccccccccccces 2 
es SS ££ SY 8 =e ee eee 1 
I oe eer se oe dw kare ee ee Den enee 2 
rr er rr Te 6. . csersnacaewenscaesusnuenen 4 
A in oc cnc bes wi 0.5000b.e wa Raeeeeewais 3 
gE Ee re eee 1 
as nosh anes iaeanen ie aeeheanen 1 


Chronic lymphatic leukemia 
Lymphosarcoma involving the bone marrow.... 
Lymphosarcoma of submaxillary gland..................... 1 





TOE Wswee dees etnsegheauneewesenanseeedeeeouers 23 





From March 1, 1948, to July 31, 1949, 2,106 pa- 
tients have been through the Center (Table I). 
In this group, twenty-three patients with carci- 
noma were found. Details of these lesions appear 
in Table I. Eleven of these tumors were in the 
gastrointestinal tract. Of these eleven, six were 
early lesions, in that they were confined to the 
organ involved and the regional lymph nodes 
showed no metastases. The carcinoma of the 
stomach, also with no lymph node metastases, was 
less than a centimeter in diameter and barely in- 
vaded the submucosa. These figures, though ob- 
viously small, are interesting when contrasted with 
the patient who comes to treatment for alimen- 
tary tract carcinoma through routine channels. At 
the University Hospitals, approximately 80 per 
cent of the latter cases show regional lymph node 
metastases. 
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TABLE II 

Precancerous lesions: 
eG on. oo on 4a rai madam eb etree macs 50 
CNS QOIEER ooo.ces cv cecceseetesngeveentccesqececsvencs 2 
ED 25 ac dn clears walt hf bik aonieaapeines& oedeie remind 7 
DOD “Spiced siaadecs dabeasahsonseadeeneorscerened 36 
song gr Se Be Be BE en ce vec ccccescecensces 152 
ONES gO 2 rE a ee 1 
Multiple adenomas and polyps of the rectum and colon...... 228 
OT CE REIGN idk 0 BASSES iS evi de cin'ss cb dsbece 21 

BD gencddbeetenesncdbseeecacccedsl eeeeusinnet 497 


Benign Tumors: 








: sinehed OhGeedkbev iene se sbdubetess teks erovneeneeien 
EAMG. ceccrccvscecedrcencevecesceegeveesvedeosenesoorecs 
Retention cysts 

Papilloma 

Osteoma ...-.. 

Hemangioma 

Se Gees OE COG BIER. o ccccscccccreersevcvessaces 1 
I i i SO a dns Ceksevereartwereatsentsns 1 
cence 6 akee eee weds 408d660%6000 06 RESeS 4 
NE epee terre ceed nebenernsdscbaeeeea weakens 26 
SUED GUEE cee ccedcccoscecctsesccodsecceecéendeceooceseese 3 
MED  dwenb ade shane vedqntedeceevedeesce cdcteseentnaceiee 3 
Seborrheic keratosis ...... aie a ea Cana bee C SaaS eae a 30 
es G6 Ce Se OED BED oiccccce scwcd vececoserceseucne 4 
Oe Ce CE CONE oecacccertvnteccnnneeeesenuses 24 
PUUGROMES GIUEOEID. cc cccccscec cavedscccctvocsoncececooscs 3 


Thyroglossal duct cyst 
PE cscs eweretepaetsseenaeetedeent lesen op nee ean 1 
Papule—tongue 


Four hundred ninety-seven precancerous lesions 
were found (Table Il). The most worthwhile 
finding here was that 228 patients (10.8 per cent) 
showed adenomas or polyps of the rectum and 
colon. Two hundred seventy-three individuals 
with benign tumors were likewise found (Table 
III). Six hundred sixty-six non-neoplastic lesions 
requiring medical attention were also discovered. 


While it would seem impractical to take gastro- 
intestinal x-rays and barium enema x-rays on 
every patient, the use of such screening methods 
as described above has enabled us to add these 
examinations for certain patients. It is hoped that 
further development of such filters will let us 
limit this group to a smaller number, yielding an 
even higher percentage of positive findings. 
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AUREOMYCIN HYDROCHLORIDE 


Aureomycin is an antibiotic produced by fermentation 
using the organism Streptomyces aureofaciens. It is 
used in the form of the hydrochloride. 


For tests and standards, see regulation under Sec. 507. 
Food, Drug and Cosmetic Act, copies of which are 
obtainable from the Division of Antibiotics, Food and 
Drug Administration, Washington, D. C. 


Actions and Uses.—In vitro aureomycin hydrochloride 
is effective against certain strains of beta hemolytic 
streptococci, nonhemolytic streptococci, group D; alpha 
hemolytic streptococci, pneumococci, staphylococci, 
Escherichia coli, Aerobacter aerogenes, Klebsiella pneu- 
moniae, Bacillus subtilis and Corynebacterium hoffmanii. 
In embryonated eggs it has an effect against rickettsiae 
and certain large viruses. 


Clinically, aureomycin hydrochloride has been reported 
to ke effective in the treatment of Rocky Mountain 
spotted fever, typhus, scrub typhus, murine typhus, and 
Brills’ disease in the rickettsial group; Q fever, primary 
atypical pneumonia, beta hemolytic streptococcic infec- 
tions, urinary tract infections produced by E. coli, A. 
aerogenes, staphylococci or streptococci. It should not 
be used in systemic infections produced by Proteus 
vulgaris or Pseudomonas aeruginosa. It may also be 
used in staphylococcic and pneumococcic infections, in 
acute brucellosis and in subacute bacterial endocarditis 
which does not respond to penicillin. 


Aureomycin hydrochloride, suitably buffered, may be 
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used locally in the eye against a variety of ocular viral 
infections, such as inclusion ccnjunctivitis, follicular 
conjunctivitis and ocular bacterial infections caused by 
susceptible organisms. 

The drug produces nausea, vomiting and diarrhea in a 
fair number of patients. 


Dosage.—Severe infections require 5 to 10 mg. per 
kilogram of body weight every four hours orally. 

Mild infections can be treated with oral dcses of 5 
mg. per kilogram of body weight every four hours. 


Solutions for ophthalmic use may be prepared by 
adding 5 c.c. of sterile distilled water to 25 mg. of 
hydrochloride. One or two drops every two hours in the 
affected eye will usually suffice to control the condition. 


LeEpDERLE LABorATORIES Division, AMERICAN CYANAMID 
Co., PEARL’ River, N. Y 


Capsules Aureomycin Hydrochloride: 50 mg. and 
250 mg. 

Aureomycin Hydrochloride: 50 mg. vial of crystal- 
line material, each packaged with a 10 cc. vial of 


0.75 per cent of sodium carbonate solution as a di- 
luent for injection, 


Aureomycin Hydrochloride: 25 mg. with sodium 
chloride 62.5 mg. and sodium borate 25 mg. in vials 
with dropper to be diluted with distilled water for 
ophthalmic use.—Journal American Medical Association, 
October 22, 1949. 
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NEW FORMS OF VITAL RECORDS FOR 1950 





GLADYS G. CASADY AND JEROME W. BROWER 
Division of Vital Statistics 
Minnesota State Board of Health 
Saint Paul, Minnesota 


HE PROCEDURE prescribed for the regis- 

tration of vital statistics constitutes what is 
commonly spoken of as the system of bookkeeping 
for public health. Just as the accounting methods 
of the business world are found not infrequently 
to be outmoded, the forms and processes employed 
in the state system of vital registration likewise 
can become less adaptable to the changing con- 
cepts of public health practices and require mod- 
ernization. Periodically, the Minnesota birth and 
death record forms are redesigned to elicit such 
new factual or statistical data as are deemed es- 
sential to further the advancements in the field of 
preventive medicine and public health. 

Since the turn of the century these adjustments 
in the style and content of the vital statistics 
forms have been made regularly at ten-year inter- 
vals. The progress which has been charted for 
the coming decade in terms of public health sta- 
tistical accomplishments will be readily traceable 
to the efforts of the World Health Organization. 
Since its formation in 1946 it has been instrumen- 
tal in the formulation of an International Statisti- 
cal Classification which combines both morbidity 
and mortality data in its scope. American medical 
authorities, participating in the work as members 
of expert committees, have made valuable contri- 
butions to its development. The classification was 
unanimously recommended for world-wide adop- 
tion by the International Conference for the Sixth 
Decennial Revision of Diseases, Injuries and 
Causes of Death which was convened by the 
French Government in April, 1948. It was pre- 
scribed for international use in WHO Regulation 
No. 1 on July 24, 1948, by the World Health 
Assembly. 

The Sixth Revision of the International Lists 
of Diseases and Causes of Death has only recent- 
ly been published. The coding of causes of death 
under these new requirements has necessitated an 
alteration in the form of the medical certification. 
The Minnesota revised standard Certificate of 
Death for 1950 contains this new certification. 
The Certificate of Live Birth has also been im- 
proved, and the State Board.of Health, departing 
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sharply from precedent, has adopted a separate 
form for the reporting of stillbirths. 

These new forms of certificates will greatly en- 
hance the Minnesota registration system for two 
principal reasons. Uniformity on a national plane 
is achieved for the first time not only in the for- 
mat but in the vital data which will now be called 
for in these records. For each individual state this 
represents a distinct gain which will become more 
pronounced as other countries of the world adopt 
this standardized pattern. Less difficulties will be 
encountered in the future in the preparation and 
interpretation of state, regional, national and even 
international tabulations of vital statistics. A re- 
liable and uniform basis will be afforded for the 
comparison of data from all areas. The produc- 
tion of much needed statistical compilations, the 
fundamental tools of public health, will be expe- 
dited. Furthermore, the effective tapping of these 
broader, more complete and readier sources of 
essential material can only result in the strength- 
ening of program planning, co-ordination and 
control in health agencies. 

Secondly, a classification of world-wide accept- 
ance and application, furnishing a practical coding 
treatment of the diagnoses of illness and of the 
causes of death, should, in a relatively short time, 
be advantageous in other respects. A marked im- 
provement reflected through these means in any 
phase of public health in any part of the world 
will thus be brought into sharp focus. The effica- 
cies of the techniques employed and the methods 
pursued in such accomplishments can be studied 
and evaluated. The advisability of utilizing simi- 
lar approaches in the solution of local problems 
may then be weighed, after a consideration of all 
relevant factors, by medical experts and public 
health authorities. 


Filing of Certificates 
The new forms of certificates, facsimiles of 
which are reproduced as part of this article, are 
to be used for the recording and certification of 
vital events occurring on and after 12:01 A. M., 
January 1, 1950. Needless to say, the filing pro- 
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MINNESOTA DEPARTMENT OF HEALTH i 
Division of Vital Statistics : i 


CERTIFICATE OF STILLBIRTH 





REGISTERED NO. 





1. PLACE OF STILLBIRTH: STATE OF MINNESOTA 
«. COUNTY 


2. USUAL RESIDENCE OF MOTHER(Where does mother live?) 
a. STATE b. COUNTY 





e. LENGTH OF 
MOTHER'S STAY 
(in this district) 


b. TOWNSHIP 
OR 








¢. TOWNSHIP 
OR 





¢. CITY OR VILLAGE | 





d. CITY OR VILLAGE Is residence within its corporate limits? 


ves O noo 





HOSPITAL O! 
INSTITUTION 





d. NAME OF (if not in hospital or institution, give street address or location} 





@. P. ©. ADDRESS ST. 








3. CHILD'S NAME 






































(Type or Print) 

4. SEX Se. THIS BIRTH Sb. IF TWIN OR TRIPLET (This child born) | 6. DATE OF (Month) (Day) (Year) 
SINGLE WING TRIPLET | sto 2nd O RD O STILLBIRTH : 
7. FATHER'S . (First) b. (Middle) c. (Last) 8. COLOR ORRACE > 
NAME ¢ 
9. AGE (At time of this birth) | 10. BIRTHPLACE (State or foreign country) | 11a, USUAL OCCUPATION lib. KIND OF BUSINESS OR INDUSTRY _ 
° 
YEARS! _ ’ 
12. MOTHER'S a. (First) b. (Middle) c. (Last) 13, COLOR OR RACE ® 
MAIDEN & 
NAME 4 








14. AGE (At time of this birth) 15. BIRTHPLACE (State or foreign country) 
1 








MARGIN RESERVED FOR BINDING 











16, CHILDREN PREVIOUSLY BORN TO THIS MOTHER (Do NOT include this child) _ 


a. How many chil- |b. How many children were | c. How many OTHER chil- 
dren are now living? | born alive but are now dead? | dren were stillborn (bora 

dead , 20 weeks preg- 
nancy 














WRITE PLAINLY, WITH UNFADING BLACK INK 


Ite. LENGTH OF PREG- | I8b. PREMATURITY | 18c. WEIGHT AT BIRTH | 18d. CONGENITAL 
weexs| YESO NOO LBs. oz.| Yeso Noo 


19. LEGITIMATE 


MALFORMATION Specify Yes or No 








20a. FETAL CAUSES 
CAUSE OF STILLBIRTH 


State oniy morbid conditions 
causing fetal death (do NOT |— 





use such terms as Stillbirth, Pre- | 20b. MATERNAL CAUSES 
maturity, Asphyxia, etc.) 





21. STATE ANY COMPLICATIONS OF PREGNANCY AND LABOR 


| 22. STATE ALL OPERATIONS FOR DELIVERY 





I hereby certify that I | 23a. ATTENDANT'S SIGNATURE 
attended the birth of this 
child who was born dead 


(Specify if M.0., midwife, or other) 23b. DATE SIGNED 





on the date stated above | 2c. ATTENDANT'S ADDRESS 


























Hf NOT | 24. SIGNATURE OF AUTHORIZED OFFICIAL TITLE 
attended by 
at M. physician 
“Be. BURIAL, CREMA- | 25b. DATE 25c. NAME OF CEMETERY OR CREMATORY 25d. LOCATION (City, village or county) . (State) 
TION, REMOVAL 
pecify 








“DATE FILED BY LOCAL | REGISTRARS SIGNATURE 








26. SIGNATURE OF FUNERAL DIRECTOR OR EMBALMER ADDRESS 








if the 20th week of gestat hes been co 








STILLBIRTH—A stillbirth is @ delivery of @ fetus showing no evidence of life after complete birth (no action of heart, breathing, or movement of voluntary muscle), 


Burial or removal permit issued 


Figure 1. 


cedures and fundamental registration require- 
ments which are prescribed by the Uniform Vital 
Statistics Law in Minnesota are not otherwise 
changed by the adoption of these new certificate 
forms. The certificates will continue to be filed 
in the usual manner with the local registrar of 
vital statistics, who is the Town Clerk, the Vil- 
lage Clerk or the City Health Officer having juris- 
diction of the locality where the birth, death or 
stillbirth occurred. The records of illegitimate 
live births must be transmitted by the physician 
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directly to A. J. Chesley, M.D., State Registrar of 
Vital Statistics, State Office Building, St. Paul. 
However, this direct filing is not required in the 
case of the stillbirth of an illegitimate child. The 
stillbirth certificate in all cases will be filed with 
the local registrar of the district of occurrence. 


Certificate of Stillbirth 


Minnesota has been one of the few states which 
have never used a stillbirth record. A stillbirth is 
defined in the Uniform Vital Statistics Law as “a 
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¥, WITH UNFADING BLACK INK 
WRITE PLAINLY RESERVED FOR BINDING 





Signature of Sub-Registrar, 


eT 


Burial or removal permit issued 
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MINNESOTA DEPARTMENT OF HEALTH 
Division of Vital Statistics 


CERTIFICATE OF LIVE BIRTH 





















































BIRTH NO. REGISTERED NO. 
1. PLACE OF BIRTH: STATE OF MINNESOTA 2. USUAL RESIDENCE OF MOTHER (Where does mother live?) 
a. COUNTY a. STATE b. COUNTY 
b. TOWNSHIP c. TOWNSHIP 
OR OR 
c. CITY OR VILLAGE d. CITY OR VILLAGE Is resid within its corporate limits? 
yes O noo 
d. penne OF in (If not in hospital or institution, give street address or location) e. P. O. ADDRESS st. 
INSTITUTION 
3. CHILD'S NAME _ — b. (Middle) c. (Last) 
(Type or Print) 
4. SEX | Sa. THIS BIRTH Sb. IF TWIN OR TRIPLET (This child born) | 6. DATE (Month) (Day) (Year) 
| 
| SINGLE OQ TWIN O TRIPLET it O and O 3nd OO BIRTH 
FATHER OF CHILD 
7. FULL NAME a. (First) b. (Middle) c. (Last) 


\" COLOR OR RACE 





9. AGE (At time of this birth) 10. BIRTHPLACE (State or foreign country) 


YEARS 


| Ila; USUAL OCCUPATION 
| 


| ib. KIND OF BUSINESS OR INDUSTRY 
| 











MOTHER OF CHILD 





12, FULL MAIDEN NAME 8. (First) 


MARGIN RESERVED FOR BINDING 


b. (Middle) 


c. (Last) | 13 COLOR OR RACE 





WRITE PLAINLY, WITH UNFADING BLACK INK 





YEARS 
17. I certify that this certificate is CORRECT. 


(Signature of Parent)’ 
18a. SIGNATURE OF ATTENDANT 





FOR 
HOSPITAL | 
BIRTHS | 





I hereby certify that I 
attended the birth of this 
child who was born alive 


14, AGE (At time of this birth) 15. BIRTHPLACE (State or foreign country) |. 


16. CHILDREN PREVIOUSLY BORN TO THIS MOTHER (Do NOT include this child) 


2. How many OTHER| b. How many OTHER chil- | c. How many children 
red 4 dren were bora alive but\ are | slpora (bora dead after 20 
now | weeks pregnancy)? 


18b. ATTENDANT AT BIRTH 





| children are now liv- 
ing? 





OTHER 
M.D. 1 Midwife (1) (Specify) 





on the date stated above, | '8c. ADDRESS 


at. _M. 





18d. DATE SIGNED 








19, DATE FILED BY LOCAL REG. | 20. REGISTRAR'S SIGNATURE 











FOR MEDICAL AND HEALTH USE ONLY 
(This section MUST be filled out by the Attendant) 





22, LENGTH OF PREG- | 22b. PREMATURITY | 23. WEIGHT AT BIRTH , 
NANCY eci 


___ WEEKS | YES NOG 18s. ozs! 


24. LEGITIMATE | 25. WAS 1% SILVER NITRATE USED TO 26. CONGENITAL 
Specify Yes or No PREVENT BLINDNESS? MALFORMATION 
_ yes oO noo yessO Nog 








birth after 20 weeks of gestation which is not a 
live birth.” A more complete definition is given 
as a footnote on the certificate of stillbirth. It 
reads “A stillbirth is a delivery of a fetus show- 
ing no evidence of life after complete birth (no 
action of heart, breathing, or movement of volun- 
tary muscle), after 20th week of gestation has 
been completed.” For the reporting of stillbirths 
in Minnesota the practice has been to place on file 
both a birth and death certificate. This procedure 
will be discontinued on January 1, 1950. A single 
stillbirth form will thereafter serve the purpose. 
It will be treated for practical purposes as a death 
certificate. It will not bear a birth number. The 
information to be entered on this form is largely 
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Figure 2. 


that which is called for in the usual birth and 
death record of such cases. The cause of still- 
birth is to be specified in a manner which does 
not differ greatly from the present method of 
medical certification of death. 

While the item calling for an indication of the 
length of the infant has been dropped from the 
record because it has not been considered a satis- 
factory measurement, there has been restored to 
the birth certificate forms a provision for a “Yes” 

r “No” response as to the presence of congen- 
ital malformation. 

It is emphasized that premature birth is the 
principal problem in the causes of infant deaths. 
In 1948, with 716 deaths attributed to premature 
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; MINNESOTA DEPARTMENT OF HEALTH 
Division of Vital Statistics 
CERTIFICATE OF DEATH REGISTERED NO. 
1. PLACE OF DEATH: STATE OF MINNESOTA || 2. USUAL RESIDENCE = (Where deceased lived. If institution: residence betore 
| a. STATE b. COUNTY mission.) 
e. COUNTY H+ 
bp. TOWNSHIP es : e. LENGTH OF i c. TOWNSHIP 
OR STAY {in this || OR 
district) 
ec. CITY OR VILLAGE | d. CITY OR VILLAGE a> | Is residence withia its corporate limits? 
; yes O noo 
&. NAME. OF ({\ not im hospital or institution, give street address or location e. P. O. ADDRESS ST. 
INSTITUTION 
3. NAME OF a. (First) b. (Middle) c. (Last) |*- DATE (Month) (Day) (Year) 5 
DECEASED | DEATH = 
_——T ape or Print) ty 
5. SEX | 6 COLOR OR RACE | 7. MARRIED NEVER MARRI | 8. DATE OF BIRTH 9. AGE (In years last |___!f Under! Year == ae 
i WIDOWED DIVORCED (Speci ify)| birthday) Months | Days os 
| | | } j ” 
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT % 
during most of working life, even if retired) NDUSTR | COUNTRY? © 
2 
|  # 
< 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME x 
BD | Sp was vececseo even ue U.S. ARMED FORCES? __| 16. SOCIAL SECURITY NO. 17. INFORMANTS OWN SIGNATURE = ADDRESS. 
3 (Yes, no, or 1(1f yes, give war or dates of service) 
v= un ) ! | 
35 18. Enter only one MEDICAL CERTIFICATION TIME BETWEEN 
s use . r ONSET & DEATH 
5 fe}. © 1. DISEASE OR CONDITION 
z LEADING DIRECTLY TO DEATH® (a) 
FB | 56Gis, docaw iat | ANTECEDENT CAUSES 
a tion P which was oue 
ze o ae aE Morbid coutisions, | if if en, img TO (b) 
os ot mode of - | rise to the above alate 
os ing, as heart & img the endoelylag ¢ pom A = 
¥ ure, asphyxia, etc DUE 
= = TO (c) 
2 OTHER SIGNIFICANT CONDITIONS 
tributing to t 
related to disease or conten 
causing 
1%. DATE OF OPERA. | 19>. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
TION 
vs LJ wo O 
2te. ACCIDENT (Specify) | 21b. PLACE OF INJURY (e.9., in or about | 1 2ie. (CITY, VILLAGE OR TOWNSHIP) (COUNTY) (STATE) 
SUICIDE ome, farm, factory, street, office bldg... 
HOMICIOE. % 
‘2id. TIME = (Monthy (Day) (Year) (Hour) | 2te. INJURY OCCURRED |2if. HOW DID INJURY OCCUR? : 
oF | Vite et Not While ‘ian 
INJURY m. | At Work € 
22. I hereby certify that I attended the deceased from__._._.._- ,19 Giese , that I last saw the deceased a 
alive on 19. , and that death occurred lana“ from the causes and on the date stated above. 
Za. SIGNATURE (Degree or title) | 23b. ADDRESS 2c. DATE SIGNED : 
r-) 
x] 
24a. BURIAL, CREMATION! 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, village of county) (State) 3 
REMOVAL (Specify) = 
i 
DATE FILED BY LOCAL | REGISTRAR'S SIGNATURE | 25. SIGNATURE OF FUNERAL DIRECTOR OR EMBALMER ADDRESS 
. | 























Figure 3. 


N.B. Since this cut was prepared, items 13 and 14 have 
been added, to read—14, Spouse’s name. 


birth out of a total of 27,240 from all causes, it 
was the eighth leading cause of death in Minne- 
sota. The only means available for the determi- 
nation of the nature and extent of this problem is 
through the securing of data on the birth records 
of the weight and weeks of gestation. 


Certificate of Live Birth 


A confidential portion of the Certificate of Live 
Birth, which is designated for “Medical and 
Health Use Only,” will contain these items, num- 
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been renumbered 13a and 13b, respectively, and a new item has 


bered as they appear on the form: (22a) length 
of pregnancy (in weeks); (22b) prematurity ; 
(23) weight at birth; (24) legitimacy status; 
(25) use of 1 per cent silver nitrate; and (26) 
congenital malformation. All -but item (25) are 
also a part of the Certificate of Stillbirth. These 
six items will not be photostated or copied in the 
preparation of the official certificate of a record of 
live birth. 
The items of “length of pregnancy (in oun” 

“prematurity,” and “weight at birth” should per- 
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Signature of Sub-Registrar. 


19. 





Curia! of removal permit issued. 
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haps be explained. Full-term pregnancy varies 
from 220 to 330 days, with 270 days the average 
length. This is the equivalent of nine calendar 
months of thirty days each or approximately ten 
lunar months of twenty-eight days, computed on 
the basis of Naegele’s rule, from the date of on- 
set of last menstrual period to delivery. Hence, a 
full-term pregnancy is not thirty-six weeks, but 
actually forty weeks, and the latter figure is to be 
used to describe the length of the pregnancy in the 
normal case. 

Prematurity ends at the beginning of the twen- 
ty-eighth week of gestation (period of viability) 
to the close of the thirty-seventh week. In any 
case, the infant must be born more than two 
weeks before term computed on the basis of forty 
weeks for term. The Committee on Fetus and 
Newborn of the American Academy of Pediatrics 
defines a premature infant as one whose weight at 
birth is 2500 grams (5 pounds 8 ounces) or less. 

Provision has been made for the insertion by 
the Clerk of the District Court of the birth num- 
ber which will appear in the upper left-hand cor- 
ner of the form. 


Certificate of Death 

The new certificate of death generally contains 
little that was not required for identification and 
statistical purposes in the former certificate. It 
will no longer be necessary to compute, in terms 
of months or days, the age of a decedent who 
was more than one year old at his death. It will 
suffice if his age in years at his last birthday is 
stated. 


Medical Certification 

The medical certification portion of the certifi- 
cate of death is vastly changed. The Internation- 
al Committee, which prepared the Sixth Decennial 
Revision of the International Classification of the 
Causes of Death, and the expert committee, which 
planned the uniform death certificate, have ar- 
ranged the uniform medical certification in such 
a way as to facilitate the entry of the causes of 
death in reverse sequential order leading back to 
the underlying cause. The emphasis is on the 
primary underlying cause of death. Some diffi- 
culty has been experienced in the past in securing 
a clear designation of what constitutes the under- 
lying cause of the death. 

With each revision of the death certificate, at- 
tempts, not too successful, have been made to 
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guide the physician in setting down the cause of 
death in such a way that Nosologists and Death 
Editors would be able to recognize readily the pri- 
mary underlying cause and thus choose it for sta- 
tistical tabulation in preference to any of its se- 
quelae which might be shown. On the other hand, 
when two or more independent causes appeared to- 
gether, selection of the one to be tabulated for sta- 
tistical purposes was made by means of rigid ta- 
bles constructed by International Experts on the 
basis of a vast body of clinical experience. Gen- 
eral rules followed in setting up these tables were 
that rare, very severe, and infectious diseases ; 
accidents, suicides, homicides, and conditions for 
which surgery was done were given precedence 
over other causes certified, and considered the 
main cause of death for statistical tabulation. 


3eginning with 1950, these rigid tables, which 
have given valuable service in spite of their short- 
comings, will be discarded and the responsibility 
will then be placed upon the attending physician 
to show by the manner in which he certifies the 
cause of death, the underlying condition which in 
his considered judgment caused death. The stand- 
ard definitions of Cause of Death and Underlying 
Cause of Death are as follows: 


“Cause of Death: A morbid condition or disease 
process, abnormality, injury, or poisoning leading di- 
rectly, or indirectly, to death. Symptoms or modes of 
dying, such as Heart Failure, Asthenia, etc., are not con- 
sidered to be causes of death for statistical purposes.t 

“Underlying Cause of Death: The disease or injury 
which initiated the train of morbid events leading 
directly to death or (b) the circumstances of the acci- 
dent or violence which produced the fatal injury.”+ 


By International agreement, the Underlying 
Cause in the sequence of events resulting in death 
is to be the one chosen for statistical tabulation, 
and beginning with 1950 the physician is to report 
that underlying cause in Part I of the Revised 
Medical Certification, which consists of two sep- 
arate parts. As an aid in showing a clear picture 
of the events which preceded the main or under- 
lying cause, he should enter in Part 1(a) of the 
certificate, the Direct Cause, which, for discus- 
sion, we will call a Massive Broncho-pneumonia. 
Lacking any intermediate cause, which the physi- 
cian might feel would make the picture clearer, 
he could place the Underlying Cause itself, which 


Vital Statistics Instruction Manual, Public Health Service, 
National Office of Vital Statistics, 1949. 
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we will say is Carcinoma of the Breast, in 1(b). 
Or, should Metastasis have developed, he would 
report in Part I the entire sequence of events 
in their reverse order, giving the Direct Cause 
first and leading back to the Underlying Cause, 
which he would state last in 1(c). 

In Part 2 of the certificate, he would state any 
other cause which in his opinion contributed to 
the death but was not related to the Underlying 
Cause, the overwhelming and precipitating factor 
in the termination of life. Suppose this patient 
had also a Mitral Insufficiency. Then the Medical 
Certification would read as follows: 


1 (a). Massive Broncho-pneumonia 

Due to (b) Generalized Carcinomatosis 

Due to (c) Carcinoma of the Breast 

y 4 Mitral Insufficiency (Rheumatic) 


It would be perfectly clear to the person editing 
this certificate prior to classifying it that the 
cause of death in the doctor’s opinion, the Under- 
lying Cause, was Carcinoma of the Breast. 

Another example: A Diabetic patient sustains 
a fracture in an automobile accident. Subsequent- 
ly and in a relatively short time, he dies. The 
post mortem reveals a Coronary Occlusion with 
Coronary Sclerosis, based on Diabetes. In con- 
sidering this case, the physician concludes that the 
fracture was not the Underlying Cause of Death, 
because the Direct Cause was the Coronary Occlu- 
sion and its Underlying Cause Diabetes. Conse- 
quently, he would certify the cause of death as: 


1 (a). Coronary Occlusion 
Due to (b) Coronary Sclerosis 
Due to (c) Diabetes 

= Fracture of the hip 


In Item 21 of the Death Certificate, he would fur- 


ther give the required additional information rel- 
ative to the means of the fracture. 

This cause of death would be classified Dia- 
betes, because the physician clearly demonstrated 
in the way he certified the Cause of Death that the 
Underlying Cause was Diabetes. 

It is important for physicians to know that they 
and not Death Editors with the State Board of 
Health are to decide which one of the causes, 
among multiple causes, brought about death ; which 
was the Underlying Cause, the main or major 
cause, giving rise to the Direct Cause, which fi- 
nally took the individual out of his misery. Only 
in so far as the physician realizes his responsibil- 
ity and meets it will the mortality statistics in 
Minnesota adequately serve the purpose for which 
they are needed. They are essential to and being 
used daily by those engaged in research in Can- 
cer, Heart Disease, Rheumatic Fever, and all other 
diseases and accidents which deprive mankind of 
a full life span. 

When the physician fails to certify the Cause 
of Death as is contemplated by the Revised Death 
Certificate, Editors will be forced to apply a com- 
plex body of rules to select the cause for assign- 
ment. When this happens, the principles upon 
which the Revised Certificate and the Sixth Re- 
vision of the International List of Causes of 
Death are based will be defeated. It is agreed 
that in many cases an exact and true Cause of 
Death cannot be arrived at because it will not 
be known. Nevertheless, the objective of the 
State Board of Health is to deal as intelligently as 
possible with such information as is available. 
There is little doubt that the mortality statistics 
of Minnesota are of excellent calibre because of 
the high standards of the medical profession in 
this State and the splendid co-operation which the 
Board always receives from them. 





HUMPHREY HAS 


On the same day that the editorial mailing was made, 
newspapers carried stories about Senator Humphrey’s 
announcement that he did not expect any congressional 
action on the administration’s health bill next year. The 
Minnesota Democrat thus lined up with two other 
sponsors of the measure—Thomas of Utah and Murray 
of Montana—who look for it to stay on the shelf 
through 1950. Humphrey said that until the “practical 
difficulties” of administering the hotly disputed plan have 
been met, “legislative action might well be a disservice 
to the principle in which we believe.” 


All this comes at a time when the British Socialists, 
who once boasted that there would be no cuts in the 
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CHANGE OF MIND 


“free medical treatment” experiment, are beginning to 
back water. 

Now, if a Briton wants a box of aspirin, a package 
of laxative or a wisp of cotton he has to pay for it. 
Under the modification patients will have to pay up to a 
shilling (14 cents) each for medicines they used to get 
free. The government thus expects to save $28,000,000 
a year. As one Chicago Dainly News writer said: “It 
used to be only critics of the Socialists who said that 
one reason for the high cost of socialized medicine was 
that the public was abusing it. Now the Socialists 
themselves admit it."—AMA Secretary’s Letter, Novem- 
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FLEXOR TENDON INJURIES OF THE HAND 


ALBERT T. HAYS, M.D. 
Minneapolis, Minnesota 


TERLING Bunnell® has stated that “next to 
the brain, the hand is the greatest asset to 
man and to it is due the development of man’s 
handiwork.” Although it is now unusual to have 
a man attempt an operation on the brain without 
a special knowledge of its anatomy, physiology, 
pathology and of the accepted technique, there are 
still too many men who will attempt to operate on 
the hand without a similar knowledge and who 
still relegate this task to the office or the emer- 
gency room as a minor surgical procedure. 

Lacerations of the hands are the most com- 
mon injuries encountered by doctors. They are 
the most frequent household injuries and the 
most common industrial injuries. The greater 
number of lacerations of the hand are not serious 
and can be repaired as a minor surgical pro- 
cedure. Despite this fact, one should not mini- 
mize his respect for hand lacerations. The more 
serious ones, involving the functioning mecha- 
nism of the fingers, must be recognized at the 
time of the injury in order that the proper treat- 
ment may be started with the first-aid care and 
the first surgical procedure. 

The most common lacerations of the hand are 
those on the palmar surface. It is here that the 
complicated and delicate mechanism of the hand 
and fingers is vulnerable to injury. It is here 
where the poor results of tendon repairs are seen. 
Better results could be obtained by the proper 
recognition and handling of these injuries. The 
disabled hand, from flexor tendon injuries, is still 
far too common, and it is the purpose of this 
paper, by discussing the handling of these inju- 
ries, to attempt to reduce these disabilities and 
create a respect for such injuries and their sur- 
gical repair. 

Sumner L. Koch’ has said “Surgery of di- 
vided tendons differs from other types of repara- 
tive surgery in one important respect. Not only 
must the sutured tissue heal so firmly that the 
line of union can withstand the tension.that is put 
on it as muscles contract, but the line of union 
must be so smooth that there is no interference 
with free gliding movement essential for normal 


_ Inaugural paper presented before the Minneapolis Surgical So- 
ciety, May 5, 1949. 
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function.” This is a very important point, that 
healing of this tissue must be strong, yet with- 
out excess or adhering scar. It is the preven- 
tion of this scar which provides the difference 
between a good or a poor functional result. 
Many factors influence the degree and extent of 
scar formation from the time of injury to the re- 
sumption of use of the hand. Most of these 
factors may be controlled by those caring for the 
injuries, beginning with the first-aid treatment, 
through the definitive surgical repair, and ending 
with the after-care. 


Nature of the Wound , 

The first factor influencing scar formation is 
the nature of the wound. The more traumatizing 
the wound, the greater the tissue reaction in heal- 
ing and the greater the extent of scar. 

Although this factor cannot be controlled, a 
certain amount of benefit can be provided through 
the judgment of the surgeon. He must decide 
which procedure will result in a more success- 
fully functioning tendon: a primary tendon re- 
pair, or a debridement with simple closure of the 
wound and a secondary tendon repair at a later 
date. The surgeon, in contemplating a primary 
tendon repair, must consider whether the addi- 
tional surgical trauma, the time element involved 
in a complete repair, and the exudative reaction 
at the site of the approximated tendon ends may 
not cause an unfavorable degree of tissue reac- 
tion which may offset the value of such a pro- 
cedure. The surgeon must consider in the sec- 
ondary repair a shorter time element, less surg- 
ical trauma and a minimum of healing reaction 
at the approximated tendon ends, so that the 
healing might result in less scar formation and 
adhesions, 

This is especially true when the laceration in- 
volves the tendon sheaths where normally there is 
little space for the gliding tendon. Here very 
little added swelling will make the enclosed ten- 
don fit too snugly against the tunnel wall and 
underlying bone. Such snug fitting might re- 
sult in an interfered blood supply and congestion 
and add to the likelihood of a final adherence of 
the tendon to its sheath. Because of this snug- 
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Figures 1 to 5. 


ness within the tunnel sheaths, it is now rec- 
ommended by most surgeons that a repair of the 
tendons within these tunnels be confined to the 
profundus tendon, and that the sublimis tendon 
be removed at the wrist. 

At the Roosevelt hospital in New York, flexor 
tendons severed beyond the distal flexor crease 
of the hand are repaired by secondary operation. 
Their results have been very gratifying. 

Figures 1 and 2 represent the result of a 
severed profundus tendon repaired seven weeks 
after the initial injury. Healing had taken place 
by primary intention with only a minimum of 
scar resulting. Figure 3 shows the laceration. 
At operation the proximal end of the profundus 
tendon was found in the palm of the hand. It 
was coiled under itself and was drawn down 
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easily. A mid-lateral incision was used on the 
finger (Fig. 4). Incisions in the flexor creases 
of the palm raised a flap, baring the underlying 
structures (Fig. 5). The annular ligaments were 
opened along: their lateral margins close to the 
bone. Bunnell’s? technique of end to end suture at 
a distance, with No. 34 stainless steel wire for 
the proximal tension suture with a pull-out wire, 
and blood-vessel silk for approximating the 
tendon ends, was used. The tunnels or annular 
ligaments were closed with mattress wire sutures 
brought out through the skin on the dorsolateral 
aspect of the finger and tied over small buttons. 

Tendons in the palm of the hand have more 
leeway in the. amount of scarring which will 
bind and adhere them, limiting their movement 
or excursion. Here primary repair of the ten- 
don may be attempted in lacerations or injuries 
with a greater degree of trauma than those in- 
volving the tunnels or sheaths. 

Figures 6 and 7 represent such a repair of 
the long flexor tendon of the thumb lacerated 
in the thenar eminence by a porcelain water 
faucet handle. Figure 8 shows the laceration. 
Repair was done by fine silk suture with relief 
of tension by flexion of the wrist and thumb at 
the metacarpophalangeal joint. Figure 9 shows 
the extension of the operative incision from the 
laceration. 


Influence of Infection 


The second factor influencing the amount of 
scar formation is the presence or absence of 
infection during the healing. This may vary 
from the minimal scar in healing by primary in- 
tention to the extensive and dense scar which 
results from actual suppurative infections or 
gangrenous hemolytic infections. Between these 
extremes are the various milder forms of infec- 
tion or inflammatory reaction with or without 
drainage. These are the result of bacterial con- 
tamination. Each produces a degree of scarring 
in proportion to the infection and the length of 
time required for that infection to subside. In- 
fection in either the primary tendon repair or 
simple closure greatly reduces the chance of a 
successfully functioning tendon. 


First Aid 
Infection can be minimized considerably, but 


in order to do so the co-operation of many people 
is needed. Proper first-aid care of the injured 
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hand and fingers should be taught and publicized 
in factories, schools, Red Cross organizations, 
boy scout activities and first-aid agencies. 

Whenever possible, thick sterile dressings 
should be applied to the wound and hand, The 
injured hand should be wrapped or bandaged 
snugly but not tightly. The dressings should 
be abundant to prevent soaking through of the 
blood. If sterile dressings are not available, then 
as clean dressings as possible should be used— 
never a used handkerchief. If an antiseptic is 
available, it should be applied to the hand about 
the laceration but not into it. lodine should never 
be used. A tourniquet is never necessary for 
lacerations of the hand or fingers, and frequently 
its use is harmful. 


Duties of the Hospital Staff 

The next persons involved in the prevention of 
infection are the interns and nurses in the emer- 
gency rooms at hospitals, the nurse in the office, 
or the doctor first receiving the patient. 

A careful history of the extent and the direc- 
tion of the wound, the type of cutting instrument, 
the areas of fingers involved and the patient’s 
ability to move his fingers can usually determine 
whether or not tendons have been involved. 

If it is determined that tendons are involved 
or if there is any suspicion of involvement, the 
original dressing should not be disturbed until 
the hand is ready for definitive surgical treat- 
ment. If x-ray films are thought advisable, they 
should be taken through the original dressing. 

If inspection of the wound is absolutely neces- 
sary, it should be done under proper aseptic tech- 
nique. A mask should be worn by those who 
make the inspection. Sterile gloves and sterile 
instruments should be used. Unnecessary spong- 
ing or rubbing of the wound should be avoided. 
Sponges should not be held in unsterile fingers. 
Probing of the wound for tendon ends is no more 
justifiable in a hand injury than it is in the peri- 
toneal cavity without proper asepsis. 


Duties of the Surgeon 


The surgeon must also play his role in the 
prevention of infection, These injuries are emer- 
gencies of the first order. No delay of hours to 
a convenient time or the next morning is per- 
missible. The greater the length of time between 
the injury and the operative repair, the greater 
the likelihood of infection from the growth of 


DeceMBER, 1949 


FLEXOR TENDON INJURIES OF THE HAND—HAYS 









* 








a» 


Figures 6 to 9. 


the contaminating bacteria in the wound. The 
importance of this time element is emphasized 
in the recommendation of M. L. Mason*® as 
well as other surgeons. He indicates that severed 
flexor tendons, in the fingers more than two hours 
old and in the palm more than four hours old, 
should not be repaired primarily. The more 
prolonged the contamination, the greater the de- 
gree of inflammatory reaction. 

The next important duty of the surgeon in 
preventing infection is the preparation of the 
hand for repair or closure. This means the con- 
version of a dirty, contaminated and traumatized 
laceration into a surgically clean wound, in which 
the chance of healing by primary intention is 
greatest. 

The cleansing and preparation of the hand 
should be done by the surgeon or a capable as- 
sistant. It should be done under general anes- 
thesia. A pneumatic tourniquet should be used 
to control the bleeding. The cleansing should be 
done with a mild soap and an abundance of water. 
Brushes should not be used. The removal of the 
dirt should be dependent upon the emulsifying 
action of soap and the washing effect of water, 
rather than upon the effect of scrubbing or rub- 
bing. This may consume a considerable period 
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of time. Twenty, twenty-five or thirty minutes 
may be required. Ether may be used to remove 
grease or oil. A detergent antiseptic may be used. 

Following such cleansing, the hand and wound 
should be irrigated copiously with normal saline. 
The hand, all fingers and the forearm are then 
prepared with an antiseptic, meticulously avoid- 
ing the introduction of antiseptic into the wound. 

A thorough but careful debridement of the 
wound is then done. All contaminated and 
devitalized tissue should be carefully removed 
by sharp dissection. All viable tissue should 
be saved. Extreme care should be taken to 
preserve other vital structures such as nerves, 
blood vessels, tendon sheaths and other tendons. 
Frequently these are difficult to recognize in a 
bloodless hand, especially the nerves and vas- 
cular branches. Severed nerves should be iden- 
tified for repair. 

This work cannot be done fast, and there 
are no short cuts. Even the surgeon with a 
thorough knowledge of the anatomy of the hand 
must proceed carefully. Many tedious hours may 
be spent by the surgeon who is striving for good 
results in his flexor tendon surgery. 


Operative Technique 


A third factor which may influence the for- 
mation of scar‘tissue in the treatment of tendon 
injuries is the operative technique. As stated 
before, the greater the trauma, the more exten- 
sive and the more severe the scarring in healing. 
Therefore a minimum of operative trauma should 
be added to the original accidental trauma. 

“Atraumatic technique,” a term used by Bun- 
nell, implies the most delicate handling of the 
tissues. In order to attain this end, it is suggested 
that three fundamental principles be applied. 
First, the operative procedure should be carried 
out in a bloodless field by use of a pneumatic 
tourniquet. In order to accomplish this, a gen- 
eral anesthetic may be required, and if such is 
the case, gastric lavage may be indicated in 
order to proceed with the operation without delay. 
A bloodless field eliminates the frequent spong- 
ing and wiping of the tissues which, although 
slight, adds a traumatic factor to the wound. It 
shortens the operative time by permitting clearer 
observation and identification of the structures. 

It is my practice never to leave the tourniquet 
on longer than ninety minutes without a release. 
It is then released for three minutes, following 
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which the hand is elevated and the tourniquet re- 
applied. The bloody wound is irrigated with nor- 
mal saline to remove the clots and blood rather 
than being wiped or sponged out. 

Following the completion of the tendon re- 
pair, the tourniquet is again released and the 
gross bleeding points clamped and ligated with 
fine silk. The wound is again irrigated and the 
tourniquet reapplied. 

The tourniquet is not released finally until the 
closure has been made and a copious pressure 
dressing applied to the hand. The pressure dress- 
ing is applied so as to minimize the amount of 
oozing which otherwise would result in a collec- 
tion of blood with its subsequent organization and 
undesirable fibrous tissue formation. Residual 
blood in the field of operation also provides a 
nutrient field for any remaining contaminant 
bacteria. , 

The use of general anesthesia demands that 
the surgeon have an accurate knowledge of the 
anatomy of the hand as he cannot be dependent 
upon the active movement of the tendons to 
identify them. If the surgeon does not possess 
this knowledge, he should not be attempting the 
repair of such injuries. More damage is done 
by the inexpert or inaccurate repairs of tendon 
injuries than by the simple closure of the wound 
with no attempt at repair of the tendons. An 
improperly repaired tendon with its scarring and 
adhesions usually presents a far greater prob- 
lem for secondary repair than the tendon on 
which no attempt at repair has been made. Also, 
it may be mentioned here that the anchoring 
of a proximal tendon end for later repair is a 
procedure to be condemned. It is far better to 
prevent retraction by limiting the active use of 
the tendon by splinting and to keep the joints 
flexible by passive movements. 


Operative Incision 


The second principle to be applied in atrau- 
matic technique concerns the operative incision. 
The operative repair should be done under ade- 
quate exposure in-.order to eliminate unnecessary 
probing for tendon ends. Much less trauma is 
produced by wide exposure along proper lines 
of incision and with sharp dissection than by at- 
tempting a repair through the original wound or 
through a small improperly placed incision. 

In locating the distal end of a severed tendon 
it is better to extend the incision and open the 
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tendon sheath rather than probe for it through 
the sheath. 

In the palm of the hand, large flaps of skin and 
subcutaneous tissue may be laid back in order 
to expose the underlying tendons adequately. 
There will be less formation of adhesions in do- 
ing this than when the incision is made direct- 
ly over the injured tendon, as the scar of the 
incision lies well away from the repaired tendon. 
Care should be taken that the adequate blood 
supply comes through the base of the flaps when 
the lacerations of the trauma intersect them or 
complicate them. 

Incisions should not cross the flexor creases 
of the fingers or hand. Mid-line incisions should 
not be made. Incisions of the fingers should be 
along the mid-lateral aspect. This position may 
be found by flexing the finger and placing a dot 
at the dorsal end of the flexion creases. On 
straightening the finger an incision passing 
through the dots will properly locate the inci- 
sion (Figs. 10 and 11). This incision runs 
parallel with the digital nerves and vessels and 
lies midway between the dorsal and palmar 
branches. Tendon sheaths or annular ligaments 
should be opened along their lateral aspects close 
to the bone. A palmar incision should parallel 
the flexion crease of the hand or the opponens 
crease of the thumb. My preference is to make 
the incision directly in these creases (Figs. 5 and 
9). The lacerations of the trauma may be ex- 
tended along the above-mentioned lines or may 
be left alone and the exposure obtained through 
new incisions entirely. Finger flaps may be made 
with incisions across the flexor creases connected 
with the mid-lateral incisions. 


Proper Choice of Instruments 


The third principle involves the instrument 
and material used in the repair. The instruments 
used in these procedures should fit the operation 
at hand. They should be small, delicate and 
atraumatic. Mosquito forceps should be used 
for clamping. Delicate small tissue forceps, small 
fine pointed curved scissors with sharp, good 
cutting blades, small blunt or rake retractors and 
small sharp scalpel blades which are changed fre- 
quently should be used. 

Fine silk, 4° to 6° is used for vessel ligatures. 
For the tendon repairs themselves I prefer the 
technique of Bunnell’ in the use of fine stainless 
steel wire with pull-out wires. Fine silk, size 6°, 
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Figures 10 and 11. 


Pull out wire 


Figure 12. 


is used, especially in primary repairs in the palm 
or thenar eminence, although here, also, the 
wire technique may be used. 

Each case with its individual problems dictates 
the suture or technique used. In tendon repairs 
within a tunnel, either primary or secondary, I 
prefer the “suture at a distance” technique of 
Bunnell? with wire tension sutures and pull-out 
wire and the approximation of the tendon ends 
with one or two blood-vessel silk, right angle 
sutures (Fig. 12). Threading of the distal 
tendon over the wire suture and bringing the wire 
out through the end of the finger over a button 
works out well in repair of deep flexor tendons 
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Figures 13 to 18. 

Figures 13, 14 and 15 
show a secondary repair of the long flexor 
tendon of the thumb, using this technique 


cut quite distally. 


in a case in which a primary repair had been 
attempted seven and a half weeks previously and 
which had separated due to improper immobiliza- 
tion. Figure 16 shows the original laceration, and 
Figures 17 and 18, the secondary operative in- 
cisions. Short tendon grafts may be threaded 
over the wires. Long tendon grafts may be 
threaded through intact tunnels to the finger end 
and approximated to the proximal end by only 
blood-vessel silk, while the proximal end of the 
tendon is held distally under tension with a wire 
suture brought out in the palm. The use of 
wire which can be removed reduces foreign body 
reaction to a minimum. Stainless steel wire itself 
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produces a minimum of foreign body reaction, 
and after its removal only one or two very fine 
blood-vessel silk sutures remain as a foreign 
body. Usually a size 34 wire will suffice for finger 
tendons with a slightly larger wire used for the 
pull-out wire. Also, through-and-through mat- 
tress wire sutures tied over buttons are used for 
the closure of the tendon tunnels along the finger. 
The skin is closed with interrupted fine silk. 


Postoperative Care 


The final factor influencing the amount of scar 
formation is the postoperative care given. The 
excellent work of M. L. Mason and H. S. Allen** 
on the rate of healing of tendons has taught us 
much and guided our course in the after-care of 
repaired tendons. They have shown that, in the 
healing of the tendons, three tissues are involved, 
namely, the tendon itself, the connective tissue in 
and on the surface of the tendon, and the connec- 
tive tissue surrounding the tendon. They have 
further shown that the healing processes pass 
through stages of tissue reaction and regenera- 
tion and three phases of varying tensile strength 
of the tendon. Tendon healing begins in the 
connective tissue in and about the tendon with 
proliferation of fibroblasts to form a cuff between 
and around the tendon ends. During this exuda- 
tive phase there is an actual enlargement at the 
approximated tendon ends due to swelling and 
exudative reaction. Such enlargement must be 
taken into consideration during the early post- 
operative period in view of the fact that such 
swelling produces a tight fit of the tendon within 
its sheath. The stage of exudation and fibrous 
tissue proliferation lasts until the fourteenth to 
sixteenth day. It is during this stage that the ten- 
sile strength at the point of union is the weak- 
est and therefore separation can occur most 
readily. 

Mason and Allen found that there is a rapid 
diminution of the tensile strength at the point of 
union, reaching its maximum on the fifth post- 
operative day. Thereafter there is a gradual in- 
crease in the tensile strength up to the sixteenth 
day as fibrinous union takes place. The holding 
power of the tendon does not rise above the 
strength of the sutures until the fourteenth day. 
The suture strength itself, although carrying most 
of the tension during this period, is weaker than 
the immediate suture until after the fourteenth 
day. 
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The next stage of healing is one of regenera- 
tion and conversion into tendon-like tissue. This 
is a stage of maturation and differentiation, 
where the cells appear very similar to tendon 
cells although distinguishable. This stage be- 
gins about the fourteenth day. The swelling be- 
gins to subside and the connective tissue elements 
loosen and allow movement. It is during this 
period that increase of the tensile strength of the 
tendon levels off into a plateau until about the 
nineteenth day, when it again passes into a third 
phase of increasing tensile strength. 

In the third phase, between the nineteenth and 
twenty-fist day, the maturation of the healing 
occurs. 

The work of Mason and Allen also showed 
that function of the tendon after the fourteenth 
day will increase rapidly the tensile strength but 
will also increase the tissue reaction about the 
tendon. Function or motion during the first 
fourteen days has no effect on increasing the 
tensile strength although it does increase the 
tissue reaction and may lead to separation at the 
suture line. After the nineteenth and twenty- 
first days, function further increases tensile 
strength with less reaction, although some re- 
action still takes place and stretching of the 
suture line may occur. 

Thus, the work of these men has pointed out 
that to gain the strongest healed tendon with the 
least amount of adherent scar, complete immo- 
bilization of the healing tendon is required for a 
minimum of three weeks. This is accomplished 
by applying a posterior plaster splint to the fore- 
arm, wrist and hand onto the proximal phalanges 
of the fingers, with the wrist slightly palmar 
flexed to relax the flexor tendons and the fingers 
slightly flexed in the position of function. The 
hand is dressed with an abundant pressure dress- 
ing with the fingers flexed in function over the 
dressing. The splint is applied on the dorsum 
of the arm and is held in place with elastic 
bandages. The hand and forearm then are well 
elevated on three pillows postoperatively to re- 
duce the congestion as much as possible, which in 
itself is another factor in the amount of scarring 
and fibrosis which will develop. Skin sutures are 
removed at the end of a week. The splint is re- 
moved at the end of three weeks and hot soaks 
of the hand begun with guarded active move- 
ments. The splint is reapplied at night. At the 


end of four weeks, active physical therapy is be- 
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gun with whirlpool, massage, active and passive 
movements and muscle training. Improvement 
and progress may take place well over a year. 
Penicillin and sulfa drugs are used postoperative- 
ly for five days to a week but reliance on them 
to overcome the improper handling of the injury 
is never justified. 
Conclusions 

The success of flexor tendon repairs is depend- 
ent upon the firm healing of the specialized tissue 
with the minimum amount of scarring or ad- 
herence to surrounding tissue, 

Many factors are involved in attaining thé 
above desired healing from time of injury to the 
final functional use. 

The majority of these factors is definitely un- 
der the control of the people caring for these in- 
juries. The proper control of these factors has 
been discussed with the underlying principals. 

A plea has been made for the proper handling 
of such injuries to prevent the permanent 
crippling and disabling of man’s second greatest 
asset, his hands. 
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MEDICAL CARE PROBLEMS OF THE AGED 


EDWIN J. SIMONS, M.D. 
Swanville, Minnesota 


|” Sgmapapeacan and hospital care for the aged is 

not only a state and local problem, but a na- 
tional one. Three salient facts should be borne in 
mind in any consideration of this matter. First, 
the number of aged persons in our population is 
steadily and greatly increasing. Second, aged per- 
sons are subject to more physical hazards and ill- 
nesses than younger ones. And, finally, our pres- 
ent hospital system is adapted principally to care 
of acute, emergency illness, making beds for the 
aged or chronically ill unavailable and excessively 
costly. 

In the United States in 1948, there were 10,- 
000,000 persons sixty-five years of age or older. 
Boas has estimated that by 1980 there will be 
22,000,000 such persons in this country. At 
present there are about 250,000 persons sixty-five 
years of age or older in Minnesota. Of these, 
about 60,000 are Old Age Assistance recipients. 
Also, it is known that the number is steadily in- 
creasing, and the case load of Old Age Assist- 
ance is likely to increase gradually. This in- 
creasing load is sure to raise the total medical cost 
as well as other costs of the program. 

Besides the increasing case load, persons over 
sixty-five years of age are subject to more illness 
and different diseases than those of younger age. 
Problems of medical care of this population group 
are evident in the very types of disease with 
which the aged are afflicted. Principally, they are 
of three types: infectious, degenerative, and nco- 
plastic or cancerous. And immediately you ask, 
“How does this influence medical care costs?” 

Infectious diseases of the aged most often in- 
volve the lungs as pneumonia or the genito-uri- 
nary tract as kidney or bladder infections. Two 
drugs, the “sulfas” and penicillin are effective 
against most infections. Notoriously, however, 
aged persons have less resistance to infection and 
their bodies are less resilient, which means their 
return to normal is more prolonged. Lessened re- 
sistance means larger doses of drugs. This in- 
creases cost. Low resilience means more pro- 
longed attendance and hospitalization. Beyond 
these two factors is another, the greater frequency 
of complications of such diseases in the aged. All 
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of these factors are responsible for an unavoid- 
ably high cost of medical care for this group. 

Degenerative diseases involve any tissues or or- 
gans in the body, but the heart and blood vessels 
are the tissues most often involved. Thus, high 
blood pressure, heart failure, hardening of the ar- 
teries, apoplexy and coronary heart disease often 
require medical care in this group of people. Such 
other diseases as arthritis, hip fractures, kidney 
disorders, diabetes and psychiatric problems often 
demand medical care in persons over sixty-five 
years of age. All of these afflictions are expres- 
sions of wear and tear of different organs of the 
body. Each of them is a chronic, incurable ail- 
ment requiring varying amounts of medical care 
over a prolonged period of time. So again, with 
this group of diseases, factors are operative which 
make medical care costs beyond the control of 
anyone. 

And, finally, is that group known as neoplastic 
which includes various types of tumors and can- 
cer. Treatment falls into two classes, palliative 
and curative. Palliative measures at times are 
both frequent and heroic, and at other times infre- 
quent but prolonged—in either event, expensive. 
Curative treatment is principally radium, x-ray or 
surgery. All of these forms of treatment involve 
hospitalization and are costly. 

Thus, then, the very nature of the diseases and 
the constitutional characteristics of the aged tend 
to increase the cost of their medical care. It is 
not possible for the attending doctor nor for the 
social worker to control or influence such expense. 
Such a statement is based upon the assumption 
that Old Age Assistance recipients are entitled to 
the same care as others even though government 
has assumed responsibility financially. 


Medical Care Problems of the Doctor 


With these basic factors understood by all, the 
question arises, “What, then, are the immediate 
problems as the doctor attends these patients?” 
With the exception of the customary minor ill- 
nesses and regulatory regimes that can be man- 
aged in the doctor’s office, proper diagnosis and 
treatment requires hospitalization. This is due to 
various evolutionary changes in medical practice. 
Up-to-date diagnostic procedures and treatment 
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methods are not possible in the home. Notable 
also is the fact that in present times relatives and 
neighbors are not available to assist with care in 
the home. Neither practical nor registered nurses 
can be secured for home treatment. And even of 
greater moment is the general desire of people now 
to be hospitalized when ill. Thus, then, hospitali- 
zation is the first problem for the doctor when 
called upon to treat the aged for anything but 
minor illnesses. 


Clearly, it appears that the answer is, “Well, 
hospitalize the patient and be done with it.” It is 
not that simple. Just an example, consider St. 
Gabriel’s Hospital in Little Falls. It serves all of 
the doctors and most of the patients of Morrison 
County. On several occasions during the past 
winter it had an unusually high census of elderly 
patients with cancer, heart disease, threatened 
gangrene, fractured hips, diabetes and other 
chronic disorders. Prolonged hospitalization of 
these patients meant that case after case of acute 
illness in younger persons had to be cared for in 
the home. Actually, the hospital superintendent 
had to refuse admittance to a three-year-old pa- 
tient with pneumonia. She was treated in the 
home with injections of penicillin. Two days later 
her seven-year-old sister required penicillin treat- 
ment of pneumonia at home. This meant traveling 
twelve miles over nearly impassable roads. A 
blizzard then could possibly have cost one or two 
lives. Such situations occurred not once but a 
number of times. Aged persons with prolonged 
illnesses can better be refused hospital beds than 
those with emergency illnesses. Appendicitis 
cases requiring immediate operation have to be 
cared for in the halls and corridors after opera- 
tion. Such experiences are common to every hos- 
pital and location in the state. Hospital adminis- 
trators are compelled to refuse hospital beds for 
the aged, for chronic illnesses, or for anything but 
emergencies of either a medical or surgical nature. 


It is because our hospital systern is adapted only 
to handling of acute conditions that the whole 
country is so lacking in domiciliary or convales- 
cent homes, and in hospitals for the aged and 
chronically ill. On a national level only 28,000 
acceptable beds are available for the chronically 
ill, and 248,000 more such beds are needed. In 
Minnesota in 1948, there were 564 acceptable 
chronic disease hospital beds whereas the total 
needed was 5,634 or ten times the number actual- 
ly available. Solution of this problem only too 
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obviously is construction of more hospitals for 
the aged and chronically ill. 


Financial Problems of the Physician 


The second general problem regarding medical 
care of the old age assistance recipient is finan- 
cial. To give you as broad coverage of this as 
well as of the other matters discussed, many doc- 
tors in various other sections of the state have 
been interviewed. So, the following impressions 
are not mine alone. Furthermore, the suggestion 
has been made by conference members that I dis- 
cuss some of the financial aspects as physicians 
see them. 


Most frequently, the point of dissatisfaction of 
the doctor about the bill for medical services is, 
“Who is responsible for the bill, the patient or the 
welfare agency?” Old age assistance patients 
often do not identify themselves as such when 
seeking medical care. The doctor consequently 
makes his usual charge instead of the reduced fee 
charged such patients. When medical service is 
ended, a bill is sent to the patient. This procedure 
elicits the information for the first time that the 
patient is receiving Old Age Assistance. Conse- 
quently the bill must then be reduced and, as the 
patient usually asks, sent to the welfare agency. 
Then, word is received from the executive secre- 
tary that the patient has been receiving a grant 
for medical care and should pay the bill himself. 
At other times, a check is received covering part 
or all of the bill for medical services. 


Often the physician is both confused and a lit- 
tle disgruntled. He is confused because he does 
not know from one case to the next whether the 
welfare board or the patient is to pay the bill. 
And he is disgruntled since regular charges have 
had to be reduced because the patient is unidenti- 
fied as an Old Age Assistance recipient. His dis- 
content is not lessened when he recalls that fees 
for such patients were reduced because payment 
for their medical services was practically guaran- 
teed. Yet, as frequently as not, when the grant is 
given the patient, the money does not reach the 
doctor. 


It is quite obvious that the basic cause of this 
type of complaint is the unrestricted grant re- 
quired by federal regulations. But almost equally 
responsible is the lack of uniformity of handling 
these financial policies by the 87 counties of the 
state. Many doctors treat patients from more 
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than one county. Difference of policies in the dif- 
ferent counties further confuses him. 

Generally speaking, physicians of the state do 
not understand that federal regulations require 
that the money be given recipients for medical 
care without policing the use of the grant. Several 
years ago, a survey revealed that in some instances 
as much as 50 per cent of money paid recipients 
for medical care did not reach the attending phy- 
sicians. Possibly this is one reason that doctors 
are criticized for the high cost of medical care. 
Surely, closer liaison between welfare and med- 
ical groups would acquaint doctors with such 
regulations. Moreover, it might provide the doc- 
tor an opportunity to secure payment from re- 
cipients when it has been covered in the grant. 
Beyond that, when federal regulations are respon- 
sible for misapplication of funds, efforts should 
be made by all concerned to see that these regula- 
tions are changed. 

As mentioned, lack of uniformity in payment 
of physicians bills in different counties contributes 
to confusion and resentment. When the medical 
bill can be paid by increasing the recipient’s total 
grant to $50 a month over a six-month period, 
advantage lies in the country’s handling the matter 
in this way to secure federal participation. This is 
not fully understood by all doctors, and again sug- 
gests better liaison between the two groups. Never- 
theless, were it understood, the attending doctor 
would still not know which medical bill would be 
handled this way and which one would be paid in 
full at once by the welfare agency. Before the 
doctor secures such information, several months 
have passed, and possibly some of the money paid 
the recipient for medical care has already been 
spent otherwise. 

Still another point of dissatisfaction is the dis- 
crimination of welfare boards in payment of hos- 
pital and doctor bills. More often than not, accord- 
ing to some doctors, the hospital bill is paid at 
once and the doctor is compelled either to wait 
till the six months has expired or to accept small 
monthly payments. Again, these monthly pay- 
ments may or may not be made by the recipients. 
Besides the reduced fees for such patients, which 
reduction is not made by hospitals, doctors often 
not only wait prolonged periods for their pay, but 
actually lose a part or all of their bill. Uniformity 
of handling hospital and doctor bills would avoid 
these points of dissatisfaction and the inequities 
involved. 
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MEDICAL CARE PROBLEMS OF THE AGED—SIMONS 


Terminal medical care bills still remain a bone 
of contention. By these terms, doctors mean med- 
ical bills remaining unpaid on the books after the 
death of the old age assistance recipient. They 
may be for medical service dating back some 
months prior to the recipient’s death. Or, they 
may be items related entirely to the recipient’s 
terminal illness. While there are fewer actual 
terminal illness bills unpaid, there are some. 
Quite frequently the unpaid items extending back 
over many months represent appreciable losses. 
Some state-wide policy which is fair and reason- 
able to all concerned would eliminate this type of 
complaint. 


Other Areas of Physician-Welfare Discord 


At this juncture, it may be best to explain that 
whatever has been said or is to be said is intend- 
ed solely as constructive criticism. You as ad- 
ministrators of the welfare program are entitled 
to know the technical difficulties and the dis- 
satisfactions of the doctors who provide the serv- 
ice. Similarly, the medical profession should learn 
and know the administrative problems which you 
face. It is with this viewpoint, one which en- 
visions ultimate solution of joint problems, that I 
am presenting these matters. Looking at the mat- 
ter in this way there still remain several features 
which require consideration. 


Frequently, welfare boards have complained 
about the seemingly excessive medical care given 
these patients. Almost every doctor, at least in 
rural areas, knows patients who seldom, if ever, 
sought medical care until they were on Old Age 
Assistance rolls, and then regularly and frequent- 
ly insisted upon care of inconsequential illnesses. 
This same demand for medical care became ap- 
parent in the Farm Security Administration med- 
ical care program in Morrison County. When 
medical care costs were assumed by the govern- 
ments of New Zealand and England, demand of 
the people for more medical care raised costs of 
these programs enormously. It is just another 
facet of such thinking that makes such patients 
demand hospitalization when someone else bears 
the cost, whereas hospitalization was not to be 
considered when its cost came from the patient’s 
own pocketbook. 

This aspect of the matter immediately poses the 
question, ““When is medical care needed and when 
is it unnecessary?” When the type and frequency 
of medical care does not change before and after 
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the patient’s sixty-fifth birthday, it is to be as- 
sumed that the patient is as much entitled to care 
when the government pays the bill as when the 
patient himself pays it. When the patient’s phys- 
ical condition before age 65 is neglected because 
of insufficient funds, one of the objectives of the 
social security program has been to provide ade- 
quate medical care at government expense. So, 
these two groups of old age assistance recipients 
are fully entitled to proper and adequate medical 
care at government expense. 


It is the group which immediately demands 
more care at government cost than the type of ill- 
ness or change in financial status warrants that 
causes difficulty for both attending physician and 
welfare workers. Practically all doctors are so 
busy that they do not want nor need such cases. 
Yet, it is this type of patient which has been re- 
sponsible for the belief of welfare workers that 
doctors are using such patients to build practice or 
increase income. Two very real problems face the 
doctor in these cases. Morally and otherwise, it is 
not proper for the doctor to neglect anyone need- 
ing medical care. So, when such a patient pre- 
sents himself to the doctor, it is imperative that 
he determine the physical condition of the patient. 
Doctors, almost without exception, have this at- 
titude. Who is to be responsible for the bill is of 
secondary consideration. In solving the dilemma 
of neglect or adequate care, the error is usually 
on the side of proper medical care. 


Suggestions for Improvement 


Physical hazards and constitutional traits of 
persons sixty-five years of age or older inherent- 
ly taise medical care costs for this group of people. 
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Understanding and acceptance of such factors will 
assist materially in avoiding friction over their 
seemingly excessive medical care bills. 

The next problem, hospitalization, can best be 
solved by construction of more domiciliary insti- 
tutions, convalescent homes, and hospitals for the 
aged and chronically ill. Such institutions can be 
operated at a much lower per diem cost, since it is 
the special services required in any hospital for 
treatment of acute and emergency cases which 
raise per diem costs. Education of the public, and 
molding public opinion regarding the need for 
these facilities is perhaps a joint welfare-medical 
responsibility. 

Confusion and discord concerning medical care 
bills for the aged can best be solved by a uniform 
equitable system of payment of hospital and med- 
ical bills by welfare boards throughout the state. 
Where federal regulations encroach upon state 
philosophy, principles or policy, a sustained and 
united effort to change federal regulations should 
be followed to its successful conclusion. This, too, 
is probably a joint welfare-medical responsibility. 

And finally, the whole area of misunderstand- 
ing and confusion regarding joint medical-welfare 
matters could be greatly improved by a reactiva- 
tion of county Medical Advisory Committees. 
Physicians have offered their services and co- 
operation in this regard. Exploitation of these 
committees by welfare boards throughout the 
state should be enlightening to both groups. It is 
only by harmonious liaison between the two that 
these questions can be answered for the greatest 
good to the people served, the old age assistance 
recipients. ° 





THE PHYSICIAN AS HEALTH EDUCATOR 


Little can be accomplished in preventive medical serv- 
ice without the intelligent co-operation of the family. 
The physician rendering such service -is, therefore, pri- 
marily a health educator. Although health education 
in the mass has been adopted by schools, health depart- 
ments and industries, individual and family instriiction 
is the most effective approach. Every health examina- 
tion from the prenatal period to old age should be a 
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session in health education, with simple explanation of 
the reasons for various tests, favorable comment on 
normal findings and instruction on how deviations from 
the normal can be overcome or held in check. Such 
procedures are paramount in winning the confidence of 
the individual and family in the skill and personal in- 
terest of the physician—Henry E. MeLeney, M.D., The 
Milbank Memorial Fund Quarterly, July, 1949. 


. 






SOURCES OF ERROR IN THE DIAGNOSIS OF FEEBLEMINDEDNESS 


GRACE ARTHUR, Ph.D. 
Saint Paul, Minnesota 


ty LATE, a good deal of confusion has been 


created in the thinking of both lay and pro- - 


fessional groups in regard to feeblemindedness. 
Reports with titles such as “They are Feeble- 
minded No Longer” do more than imply that 
feeblemindedness can be cured. By definition, the 
mental defect existing from birth or from an early 
age, that prevents an adult from managing himself 
or his affairs with ordinary prudence, is a per- 
manent condition. This amentia, or general mental 
defect which is accompanied by defective develop- 
ment of the nerve cells of the brain, is not likely 
to be corrected by improved habit training or in- 
creased self-confidence. 

Unfortunately, there are still individuals who 
are convinced that they can identify the feeble- 
minded without recourse to laboratory proce- 
dures. It is such snap judgments that furnish the 
background for overnight recoveries. Physicians, 
teachers and social workers are likely to over- 
estimate the ability of the outgoing, talkative child, 
and to underestimate the potential intellectual 
power of the child with a specific handicap. The 
special defect is confused with general defect, be- 
cause it tenis to lower the reaction level. The 
dull child with poorly fitted glasses hasn’t a 
chance on tests requiring vision. More than one 
child with impaired hearing has been committed 
as feebleminded because he could not learn in the 
regular classroom, and was found to be unable 
to respond adequately in verbal test situations or 
‘in those where verbal instructions were given. 

Thomas was a tall, handsome, adolescent boy 
with ar. 1.Q. of 85. He walked with a severe 
limp. It was hard to believe that in his pre-school 
years he had been diagnosed “Spastic paralysis. 
Idiot.” 

The child with delayed speech is at a terrible 
disadvantage. If he is suffering from oral inactiv- 
ity, few people understand him when he tries to 
talk, and his original handicap is augmented by 
emotional upset. One boy with normal appear- 
ance, little speech, but good adjustment to ordinary 
life situations, had collected a series of I1.Q.’s 
between 50 and 60 on the Binet and other verbal 
scales. When examined with the Point Scale of 
Performance Tests, which can be administered 
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without any speech on the part of either the psy- 
chologist or the patient, he earned an intelligence 
rating of Somewhat Superior, with an I.Q. of 112. 
When he earned this rating he had not been 
“cured” of anything. He simply was given an 
opportunity to demonstrate his general intelligence 
level under circumstances where he was not handi- 
capped by his very defective speech. 

It is recognized that defective speech is com- 
mon among individuals with retarded intellectual 
development. But it is faulty logic to assume that 
every individual with defective speech is suffer- 
ing also from general mental retardation. One 
child who could not talk plainly at the age of five 
years accomplished very little when tested with 
the Binet scale. But the combined rating from the 
Arthur Adaptation of the Leiter International 
Performance Scale and the Revised Form II of 
the Point Scale of Performance Tests yielded an 
I.Q. of 140. Both scales can be administered with- 
out the use of any speech on the part of either the 
patient or the psychologist. From the quality of his 
work, his capacity for auto-criticism, and the gen- 
eral intelligence level of his family, there was every 
reason for accepting his nonverbal rating as a valid 
measurement of his rate of intellectual develop- 
ment. As a result, his training was adapted to his 
general developmental level, and not limited to 
that of other children with the same amount of 
speech, or of the same chronological age. A wealth 
of new experiences created a greater need for 
speech, and speech began to improve. (Speech 
therapy was needed but was not available in this 
situation. ) 

The special disability that causes most confu- 
sion in the diagnosis of feeblemindedness is a 
specific reading disability described by Hinschel- 
wood under the name of Congenital Word Blind- 
ness. Like some types of feeblemindedness, it has 
been regarded as hereditary. It is more common 
among males than among females. Like musical 
ability, it is independent of brightness or general 
intelligence, occurring among the very bright as 
often as among the dull. If neglected, it tends 
to lower the Binet I.Q. and lowers ratings obtained 
with all other verbal tests, and tests where instruc- 
tions must be given verbally. 
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Donald was a homely, friendly little boy with 
general ability at the low average level. Nobody 
thought of him as anything but normal until he 
spent year after year in school without being able 
to learn to read. His Binet 1.Q. slipped from 
a comfortable 92 to a less comfortable 80, and 
down to an alarming 69. During this period, his 
I.Q. on the Point Scale of Performance Tests 
was 92, as it was unaffected by school learning 
or the lack of it. The year he was twelve years 
old, he had the good luck to be in a school where 
tutoring under psychological supervision could be 
provided. When taught by methods suited to his 
speci.' intellectual organization, he began to learn. 
Wher satisfactory reading skills had been ac- 
quire’, and he was no longer handicapped by 
inabili y to deal with a printed page, a re-exami- 
nation on the Binet scale again yielded an I.Q. 
of 92. Early diagnosis of specific reading disa- 
bilities saves anxiety on the part of the parents 
and emotional disturbance for the child by provid- 
ing the kind of teaching method which his particu- 
lar reading difficulty requires. 

To avoid mistakes in the diagnosis of feeble- 
mindedness, full weight must be given to all phys- 
ical handicaps. A complete psychological exami- 
nation must be given, and not just a Binet test 
or any other test depending on verbal instruc- 
tions. Both verbal and non-verbal ratings are 
necessary to give a complete picture. For the 
school-age child, care must be taken to avoid con- 
fusing school failure due to a specific disability 
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with general retardation. The time element, too, 
is important. A short scale seldom yields as reli- 
able results as a full scale. A child under obser- 
vation in standardized situations for two hours 
has a fairer opportunity to demonstrate his aver- 
age level of response than he would in a time- 
saving test. It is a commonly accepted rule that 
a final diagnosis is never made on the basis of a 
single examination, no matter how thorough that 
may be. A tentative diagnosis, a constructive plan 
of treatment, an opportunity to observe the capac- 
ity of the child to respond over a period of time, 
and a re-examination at the end of six months for 
a pre-school child, a year for a grade school child, 
and at the end of a year on alternate forms of the 
scales originally used for pre-adolescent and 
adolescent patients would serve as a sound basis 
for diagnosis. With more careful diagnosis, there 
will be less need and less opportunity for miracu- 
lous recoveries. Moreover, remediable conditions 
will be discovered in time to be helped before 
emotional disturbances enter in and complicate 
relatively simple problems. 

The day is past when the family physician told 
the anxious parents to go home and “quit worry- 
ing’”—and gave no further advice. In all situa- 
tions where a child is failing to develop normally, 
or to make a satisfactory school adjustment, par- 
ents need specific, detailed advice as to what to 
do now, if the condition is to be helped to im- 
prove, or prevented from growing worse. 

35 North Grotto ! 





NATIONALIZED MEDICINE 


A review of the background of this movement to 
nationalize medicine shows that two powerful lobbies 
have developed over the past 20 years—one outside 
the Government, headed by Michael M. Davis, the 
other inside the Government, headed by Isidore S. 
Falk. Aiding the nongovernment lobby are many 
Communist-front organizations, notably the Inter- 
national Workers Order. Davis’ lobby, the Committee 
for the Nation’s Health, draws a considerable part of 
its membership from Communist-front organizations. 
Out of 166 CNH members listed on that organiza- 
tion’s letterhead, 91 are members or supporters of 
subversive organizations working to overthrow the 
United States Government by force and violence if 
need be. Whatever their methods, they are opposed 
to the capitalist system and to our way of life. One 
of their main weapons is national compulsory social 
insurance. 

The Committee for the Nation’s Health has in- 
vaded Congress. It has the ear of the President. 

The program for nationalization is being sold by 
misrepresentation regarding the way in which it 
would be administered and the costs. It is a fraud 
on the American people. 

This program is one for the socialization or 
nationalization of medicine. The essence of socialized 
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or State medicine is control by the State and payment 
for services out of tax funds. The Federal Security 
Agency has tried to write a new definition stating that 
the program would not be socialized if the physicians 
were not salaried servants. That is not the issue. The 
issue is control and method of payment. When a 
National Social Insurance Board, under the direction and 
supervision of a Federal official, writes the rules and 
regulations for all the health personnel of the country, 
for all hospitals, pharmacists, and patients, the resulting 
medical care program is socialized or State medicine. 
Indeed, it is nationalized medicine, notwithstanding as- 
sertions to the contrary. 

The present bill is a first step, and a long one, toward 
complete nationalization of medicine. The ILO stated: 

“The fact is that once the whole employed population, 
wives and children included, is brought within the scope 
of compulsory sickness insurance, the great majority of 
doctors, dentists, nurses, and hospitals find themselves 
engaged in the insurance medical service, which squeezes 
out most of the private practice on the one hand, and 
most of the medical care hitherto given by the public 
assistance authorities on the other. The next step to a 
single national medical service is a short one . * 
(Italics mine.)—American Medicine and The Political 
Scene, MArjortE SHERON, June 10, 1949. 
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Case Report 





HEMOLYTIC JAUNDICE ASSOCIATED WITH HEMOGLOBINURIA 


RICHARD B. TUDOR, M.D. 
Minneapolis, Minnesota 


HIS IS the case of a three-year-old white boy, who 

was first seen on June 15, 1946, with the chief com- 
plaints cf fever (103.8°), earache, reddish urine, ano- 
rexia and listlessness of one week’s duration. The pres- 
ent illness began approximately one week before admis- 
sion when the child complained of a sore ear and was 
found to have a mild fever. This cleared and he felt 
fine until the day hefore admission when he was list- 
less, without appetite, and his mother noted that he 
was passing dark urine.- On the day of admission he 
vomited twice, passed a small amount of “bloody” urine 
and was noted to have a temperature of 103.8° (rectal). 
His past and family history were noncontributory to the 
present illness. 

Physical examination revealed a well-developed and 
well-nourished white male child, three years of age, in 
moderate distress. His temperature was 101.5° (rec- 
tal), pulse was 80, and his respirations were 20 per 
minute. Blood pressure was normal. He was slightly 
pale, and an occasional cough was noticed. His face 
was pale and the upper eyelids were sightly edematous. 
Lymph nodes in the neck were shotty, bilateral, and 
tender to palpation in the left posterior cervical chain. 
His tonsils were, 2-plus enlarged and slightly reddened. 
The oral pharynx was also moderately infected. The 
ears were normal. His chest was clear to auscultation 
and percussion, and his breathing was without distress. 
Examination of the heart revealed it to be of normal 
size and shape and to have a soft basal systolic murmur, 
heard best in the first and second left intercostal spaces. 
It was thought that it was most probably a functional 
murmur. The rest of the physical examination was nor- 
mal. 

Laboratory examination was as follows: The hemo- 
globin was 9.5 grams; the leukocytes were 22,000 with 
66 per cent neutrophiles, 25 per cent lymphocytes, 3 
per cent monocytes and 3 per cent eosinophiles. Urine 
revealed a specific gravity of 1.018, pH of 5, 3-plus albu- 
min, no sugar and only an occasional erythrocyte and 
leukocyte. 

Our impression at this time was that the child had a 
hemorrhagic nephritis, so the urine was cultured and 
he was given penicillin, 30,000 units intramuscularly every 
three hours. 

The next day his condition, if anything, was worse. 
He had a pale sallow complexion, his eyelids were in- 
creasingly edematous and he was very listless. Urine 
at this time revealed the same dark brown color as on 
admission; he was oliguric, there was still only an oc- 
casional erythrocyte present, but the benzidine test was 
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2-plus. Blood urea nitrogen at this time was 15 milli- 
grams per cent, and the sedimentation rate was 116 
millimeters in one hour. Still not knowing what we had, 
we continued the same treatment. The next day it was 
noted that he was definitely icteric and that the liver 
was now enlarged 2 centimeters below the rib margin on 
the right. Blood at this time revealed a hemoglobin of 
4.6 grams with an erythrocyte count of 1.48 million, the 
urine was dark colored and as above; also it was found 
to show 1-plus urobilinogen but to contain no bile. It 
was also negative for porphyrins. At this time a serum 
bilirubin was 2.34 milligrams per cent, alkaline phos- 
phatase was 18 (10 to 20, normal) and the cephalin cho- 
lestrol was negative to 1-plus, indicating a_ possible 
retention jaundice (hepatitis). The patient’s cells hemo- 
lyzed in the dilutions .30 through .60 in salt solution 
(normal). Several diagnoses were entertained. One 
would expect a hemolytic icterus to have produced much 
more urobilinogen in the urine than seemed to be present 
for this degree of anemia. A hepatitis would be an 
exceedingly rare cause of the degree of anemia present 
in this patient. Bile was not found at any time, further- 
more, in the urine. 

The patient was immediately transfused with 100 c.c. 
of citrated blood intravenously, and I began to smell 
the “proverbial rat.” Spectroscopic examination of the 
urine was ordered for the next day, and it came back 
very positive for hemoglobin. In spite of the transfu- 
sion cn the third day, his hemoglobin dropped another 
gram to 3.9 grams and although the urine was highly 
colored, no erythrocytes were found. An Esbach test 
revealed that our patient was losing albumen at the 
rate of 1.6 grams per liter. Reticulocyte count on this 
same day, the fourth hospital day, was 8 per cent, indi- 
cating a marked destruction and regeneration of erythro- 
cytes going on. He was given in all 300 cc. of fresh, 
type A Rh-positive blood that day, with immediate im- 
provement. The urine seemed to get clearer imme- 
diately. Blood examination on the fifth day for auto- 
agglutinin for hemolysins revealed moderate agglutina- 
tion at 37° and at 27° C. and marked agglutination at 
40° C. There was no hemolysis present at any temper- 
ature. 

From this time on he received four more transfusions 
of Rh-positive type A, fresh blood, bringing the entire 
amount to 1,080 c.c. of blocd. He weighed 15.4 kilo- 
grams on admission, so that he would have blood volume 
of some place between 1,150 and 1,500 c.c. We consid- 


» ered that we just about replaced his total blood volume. 


The rest of his course was uneventful; the jaundice 
cleared gradually, the urine cleared almost immediately, 
and on discharge on the twelfth hospital day his urine 
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was entirely normal, his hemoglobin was 15.2 grams per 
100 c.c. and his reticulocyte count was 5.5 per cent. A 
stool urobilinogen on the tenth day revealed 1,277 Ehr- 
lich units. Spectroscopic examination of the urine on the 
last hospital day was negative for hemoglobin. 


Discussion 


Any toxin or process that destroys erythrocytes rapidly 
enough produces hemoglobinemia and hemoglobinuria. 
This hemoglobinuria is occasionally seen in almost any 
type of acute hemolytic anemia. The number of toxic 
agents that are hemolytic is very large, however. 

Among them may be cited: 


BACTERIA 


Streptococcus 
Yellow fever 
E. typhi 


PROTOZOA 


Malaria 
Oroya fever 
Lues 


CHEMICAL AGENTS 


Arsenic 
uinine 
yrogallic acid 
~~ prea 


ee ieteatin 
VEGETABLE POISONS 

Risin 

Croton oil (Castor) 

Toadstools 

Fava bean i 
ANIMAL and ENDOGENOUS POISONS 


Snake veroms 

Severe burns 

Administration of serum for tetanus, diphtheria and me- 
ningococcus infections. 


MISCELLANEOUS 

Blood transfusions 

Paroxysmal cold hemolysis 

Paroxysmal nocturnal hemoglobinuria 

Acute hemolytic anemia (Lederer’s) 

Acute crises in congenital hemolytic anemia (rare) 

March hemoglobinuria 

Crush hemoglobinuria 

Hemoglobinemia and hemoglobinuria occur when ex- 

cessive numbers of erythrocytes are destroyed rapidly, 
especially when the hemolytic process occurs intravas- 
cularly. They are usually accompanied by severe ane- 
mia, reticulocytosis, increased serum bilirubin, uro- 
bilinoginuria and fecal urobilinogen and at times methe- 
maglobinemia and methemoglobinuria. If the concen- 
tration of kemoglobin in the plasma is between 60 and 
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150 milligrams per cent, hemoglobinuria may occur, and 
may persist until the plasma hemoglobin has fallen be- 
low 50 milligrams per cent. 

For a careful review of the whole subject of hemo- 
globinemia and hemoglobinuria, I suggest reading the 
fine article by Ross.? 

The only drug that our patient took before the urine 
was noted to be dark was aspirin, which he had had 
before. He, of course, did have an infection before the 
onset of the hemoglobinuria. There are no cases of 
familial hemoyltic icterus in the background of his 
family; moreover, as I have said before, it is rare to 
have hemoglobinuria in familial hemolytic icterus. The 
presence of 4-plus cold agglutinins in his blood which 
produced hemolysis in vitro was perhaps related to his 
mild pharyngitis. 

Since the initial attack, the patient has had one recur- 
rence of the dark urine. It came about six months after 
the initial episode and was also preceded by a cold for 
which aspirin was given. Unfortunately, cold agglutinins 
were not taken at this time. The mother had thrown 
the initial urine away by the time I arrived at the home, 
and subsequent urines were clear. Incidentally, I have 
suggested that he receive no more aspirin. It has now 
been six months since the second episode. 


Summary 


1. A case of acute hemoglobinuria with severe anemia 
in a three-year-old boy was presented. 

2. Differential diagnosis was suggested. 

3. The only salient finding in the patient’s blood was 
the presence of marked cold agglutinins with no he- 
molysis, perhaps related to a mild upper respiratory 
infection. 

4. He received 1,000 c.c. of blood over a period of 
one week, an amount roughly about equal to his cal- 
culated blood volume. 

5. Recovery was uneventful, and except for one ques- 
tionable recurrence he has been in good health ever since. 
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DISCHARGED TUBERCULOSIS PATIENTS 


Tuberculosis patients discharged from sanatoria face 
the future with various life expectancies. Their subse- 
quent mortality is in part influenced, as in the general 
population, by sex, race and age. The fact that they 
have had tuberculosis and have been treated for it tnay 
also affect their length of life. For one thing, tubercu- 
losis is a disease which places great stress upon the 
family involved. It sometimes reduces the level of 
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living to such a point that the mortality risk of the 
patient returning to the family group may be increased, 
since higher mortality rates are associated with lower 
family incomes. Premature efforts on the part of the 
patient to return to gainful employment in order to 
restore the standard of living may result in relapse and 
death—Acnres W. Brewster, A-B., and RALPH CARR 
FLeTcHER, M.A., Pub. Health Rep., June 3, 1949. 
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MEDICINE AND ITS PRACTITIONERS IN OLMSTED COUNTY PRIOR TO 1900 


NORA H. GUTHREY 
Rochester, Minnesota 


( Continued from the November issue.) 


The Olmsted County Medical Society.—In Olmsted County the Rochester Post 
of April 4, 1868, carried the following notice: “To the Medical Profession of 
Olmsted County: All those who feel an interest in the advancement of the pro- 
fession will meet at the office of Dr. Allen on the 15th day of April, at 2 o’clock 
in the afternoon to take into consideration the formation of a Medical Society for 
Olmsted County.” The notice was signed “Many Citizens.” 


The same newspaper, on April 25, 1868, carried the following account of the 
birth of the Olmsted County Medical Society: 


Medical Organization: A meeting was held by a number of the medical profession at the 
office of Dr. Allen in this city on the 15th inst., for the purpose of forming a medical 
association for Olmsted County. The meeting was called to order by Dr. Allen, president 
pro tem, who submitted a constitution for the Society, which was adopted after discussion 
and emendation. 


The following gentlemen were elected officers of the Association until the first annual 
meeting in 1869: President, Dr. J. S. Allen; Vice President, Dr. E. W. Cross; Secretary, Dr. 
R. M. Reynolds. 


Committees were appointed by the President to report on the different branches of medical 
science at the regular annual meetings of the Association, as follows: 


I aes Kian Gis cients ies site dtars eae skew ain ee aaa Dr. W. W. Mayo 
EP RR 0255s ckcsccnenennnenades soa wneee Dr. H. Galloway 
NN hie Seid atc acsese'sh seca earned ena sieee acacenarenee Dr. J. S. Allen 
EEE vied ncvenekeucesssicssasakentancen scene Dr. E. W. Cross 
SE bidcu ta aaeceabaswccadsonrcomesnanee derianeet Dr. R. M. Reynolds 


The following bill of prices was adopted: visits in the city, one dollar; visits in the 
country, seventy-five cents per mile; night visits double the above; ordinary office consulta- 
tion fee, one dollar; physical examination, five dollars; ordinary cases of obstetrics, ten 
dollars; fractures, simple, first dressing, from five dollars up to twenty-five dollars; fractures, 
compound and comminuted, from twenty-five dollars up to seventy-five dollars; dislocations, 
from five dollars to fifty dollars; capital operations from twenty-five dollars up to one 
hundred dollars; consultation fee, five dollars. 

J. S. Allen, M.D. 

W. W. Mayo, M.D. 
E. W. Cross, M.D. 
H. Galloway, MD. 

E. C. Cross, M.D. 

R. M. Reynolds, M.D. 


R. M. Reynolds, Sec’y. 
Thereafter the society for a year or two met often, at first in the offices of 


members, and later at special club rooms, at one time in the Bank Block and later 
in the rear of Hargesheimer’s Drug Store. In addition to the annual business 
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meeting there were weekly sessions and special quarterly meetings, until by- 
monthly meetings were adopted, and finally, monthly meetings. 


The society welcomed the medical legislation of 1869 as a solution of the local 
problem of irregular practitioners, and the local newspapers relayed pertinent 
information to the public. One editor, in discussing the laws and the fines and 
imprisonment to be imposed on unqualified persons who undertook to practice 
medicine for pay, said, “This is rough on quacks but no more so than they are on 
the community.” On September 25, 1869, it was announced that a meeting of the 
Board of Censors of the Minnesota State Medical Society would be held in 
Rochester on September 30, at Dr. Mayo’s office, with the object of examining 
persons not already licensed who might wish to receive authority to practice 
medicine, and that on the same day a meeting of the Olmsted County Medical 
Society would be held at the office of Dr. Cross. 


The range of subjects discussed by the Olmsted County Medical Society during 
its early years was catholic. On January 16, 1869, Dr. Mayo began a series of 
papers, “The Character of the Earth’s Elements, Its function, Development, and 
Ultimate Destiny, and Its Inhabitants.” On February 13, 1869, Dr. Galloway 
gave an essay, “The Philosophy of Disease,” in the course of which he prophesied 
the time when science would find remedies for all diseases but cancer. Lively dis- 
cussion followed, after which the faculty discussed charcoal as an antiseptic, the 
properties of mephitic vapors, and ethnology. It was announced that Dr. J. S. 
Allen, the president, would read a paper, “Electricity and Lightning Rods” at 
the next meeting. At a subsequent meeting Dr. Galloway and Dr. Mayo restored 
clinical character by discussing, respectively, the minute anatomy and the .com- 
parative anatomy of the liver, and at the next meeting Dr. Mayo gave a lecture 
on digestion, illustrated by colored crayon drawings done by himself. Ethnology 
and evolution held the attention of the group, however, and for several years 
attention was centered on the theories of Huxley and Darwin. Mr. John H. 
Whitney, an honorary member, and Mr. H. H. Young, a guest, the latter at one 
time associated with Dr. Mayo in publication of a newspaper at Le Sueur, were 
prominent in the discussions. From 1870 for several years the Rochester Conversa- 
zione, of the same membership as the medical society but augmented by lay 
persons, seems to have supplanted the Olmsted County Medical Society, although 
in 1873, when Dr. Mayo was moving to Saint Paul, a special meeting of the 
medical group was held to pay him honor. 

For ten years after 1874, although mention of the Olmsted County Medical 
Society did not appear in the public print, the facts that delegations of physicians 
from the county attended meetings of the state medical society and that these 
men took an active part in the work of the state society, as will be shown, argue 
the existence of a functioning county medical group. 

On December 4, 1885, the Olmsted County Medical Society was reorganized 
formally in accordance with the tenets of the Minnesota State Medical Society* and 
with the provisions of the Minnesota Medical Act of 1883. The account pub- 
lished in the Rochester Post of December 11, 1885, is accepted as accurate: 


County Medical Society: The Olmsted County Medical Society was organized in this 
city last Friday. There were present at the meeting Drs. W. W. and W. J. Mayo, E. C. 
and E. W. Cross, Ida Clarke, and P. N. Kelly, of Rochester; J. E. Bowers, Homer Collins and 
R. M. Phelps, Insane Hospital; A. W. Stinchfield and N. S. Lane, Eyota; Drs. Trow [A. H. 
and M. A., father and son], Chatfield; E. A. Holmes, Oronoco; W. T. Adams, Elgin; E. D. 
Stoddard, High Forest; C. R. Keyes, Byron; and A. W. Hill, Pleasant Grove. The following 


*In 1903 the Minnesota State Medical posksty took the title “Minnesota State Medical Association.” In 
ae — ae title is used except in such parts of biographical sketches as the later title is chrono- 
logically correct. 
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officers were elected: President, W. W. Mayo; Vice Presidents: A. W. Stinchfield and E. A. 
Holmes; Secretary and Treasurer, Ida Clarke. The rules of procedure and organization 
were those of the state medical society and the Code of Ethics that of the American 
Medical Association. Meetings of the society will be held once in two months. 

The following fee bill was adopted at the organizational meeting: 


FEE TABLE OF THE OLMSTED COUNTY MEDICAL SOCIETY 
December 1, 1885 


Se ee ENE Gr IONE oo sik bois. c naw bdicec vied eodeectécescecces $ 50Oto$ 5.00 
Ordinary visit in city or country, one mile from physician’s office .......... 1.50 
ES SISAL AME Peo rea OR BEN eee ae 5.00 upwards 
Subsequent visit as associate physician ........cccccccccccccccccccccccccecs Usual fees 
Te OE CEES POE, 00 0 BOE Do. o oe o.a vw dinivrestnee occcsecedvesaeces 3.00 
ES ERE EAA LS EE ney ee 3.00 
sd ce cv ciace tes edna pe rcrasscbwvakvemeewwesnesus .50 to 1.00 
I a aS kt ac 5 Sarina wells wuteiinaipeie abe 1.50 
Visit in country at night, additional per mile...................0ceeeeees .25 to 50 
Rts as Bee Rare eke ae ies erdamhae ka mea ehikewedlone 3.00 
Visit and passing catheter or boujie [sic] if often required ................ 2.00 
Introduction of catheter in difficult Cases .......ccccccccccccsccccccccceces 5.00 
eR III INN oor os ve ncembledialngienaeebe 6o0.6n0d¥ ones 10.00 to 20.00 
In cases requiring version or use of forceps, additional ................... 10.00 to 15.00 
a hk ae Seve canals au medaeee co tehae davies datwionauees 25.00 to 50.00 
I OO oo ho con ee cnwaatmdederaenewsebeene ere newaders 5.00 to 10.00 
Detention in cases of obstetrics, over 6 hours, per hour .............eeeee0: 1.00 
I UIE A nos oc cc cncctcnctvecieswaeeosoeewes 2.00 to 5.00 
SO OE SUUIIIIE DONT OF GI ov ccc ccc ckvecesccesccsecceseecinicencs 2.00 to 5.00 
Examination per vaginam except in obstetric cases ............0.0eeeeeeeee 2.00 to 5.00 
eo lt eal arene goeha eine uenba rad eucutenee tes 2.00 to 5.00 
ss ictal bord wali loa dim iw lo I AIA a 3.00 to 5.00 
rt Sali 5 nae Mien Rina edhe dares he bae wennde sev eRes ene 2.00 to 10.00 
Administering anaesthetics, including the anaesthetic ...................05. 2.00 to 5.00 
PE Oe Ne NS IE iii g ois aveew een bce ssnctcdeestonavenees’ 1.00 to 5.00 
Physical examination of chest or abdomen and prescription ................ 2.00 to 5.00 
ee Ns oc cc dekedakamavaee Kens eesbanteeer ners 2.00 to 5.00 
I TN I 665 Scrat sree wih epannn sk Rbuedereaeheameneeeer 1.00 to 3.00, 
anny Aa nak pa ei nsteaeeeenewadnaeeke eters cadenrateceees 1.00 to 1000 
RE OD as ots de eeee Mab dawn tha eadlowsemumab in se 50 
SURGERY 
Dressing simple wounds in office or opening abscesses .................+-+- 1.00 to 5.00 
ee GE IS GO I Io oo asin do occ cccceretcescicncccooesces 5.00 to 10.00 
Amputation of forearm or leg below the knee................... 0. cece eee 25.00 to 75.00 
PE ee I I I on cen Saleen av we nsdcucciunwerdsdonentoeree 50.00 to 75.00 
EN ig os. cee adi ndcere Vad inarcerereordahddvecbiananewes 50.00 to 100.00 
I i I A Rin do pwawerinaiereede ante ceaeds tes 100.00 to 200.00 
Reducing simple fractures and dislocations of fingers and toes ............. 5.00 to 10.00 
Reducing simple fractures and dislocations of larger bones and joints ....... 15.00 to 50.00 
Reducing dislocations of long standing and compound fractures ........... 25.00 to 100.00 
I kd occa ag tas diay a4 boo Ve ebENns kane OS 5 Use GaR Sn ee 2.00 to 3.00 
I i aos avec Sack RKO HN A/S oO CRRA O EAE ORONO 5.00 to 10.00 
Nn Oe I IL sds apidadieinwaaw sa eeeeneesveunsr ncaa sees 50.00 to 100.00 
eS ES einen eae Sena capa Manne ey Mien Nee perl Ge 5.00 to 500.00 
I I oie s cccn wigs sine atin chs bed cc bise nies lula we hebe ace wwwehs 25.00 to 50.00 
EE OTE LORE PT PLES MAAR AEE TT OT BT 5.00 to 20.00 
oa sd ig a niginmaueinio = am wee MMe aban eas 10.00 to 50.00 
I I ac CW ag Raa mele wa RRO Ra S 25.00 
I I din case eb bees abamonnmekans 25.00 to 50.00 
Operation for fistula lachrymalis, Ist operation .................-20220005- 10.00 to 15.00 
SEG OTE LE ORE EEE TET ET LETC CEL CT RO CTT 15.00 to 25.00 
od a ad wie os are ig lar o aempe saline aban ela a ouirerwrd 30.00 to 50.00 
I oo a cade a gue bagcdiae MANO ARey Ree eReeaseaNensae res 25.00 to 50.00 
I ooo 2 1 awe wake meld peda oe Sau a rua menue 25.00 to 50.00 ‘ 
a kan cu mewn aed chnwed Ckaaltnened eieebes 25.00 to 50.00 
CORT SINGER GE GOTUMTINOEED osc. o.oo onic nccccscccccsinaccncecsesss 5.00 to 15.00 
te ees ened hake ee Ke ak re Fen Ra ken 50.00 to 100.00 
I oo dno wat nc be a oon wae aa pete neen adam Aner Ese te hades ene 50.00 to 100.00 
hs fe cea pnn hack baa nd oS eke eeWO Qe ie taeew ese nieenemad eas 25.00 to 50.00 
I sk ad 6 cade 5500 C4 ceRe ee RAR RELA SESE OD Rb OS LE ERA SR OE NEKS 15.00 to 25.00 
ah LS ne cals peice hier cade nennoneentaenenn aes 5.00 to 10.00 
NN IEC EET CT EOC RT TCT CLOT TE 10.00 to 50.00 
Reducing hernia by taxis in difficult cases ...........0cscccccccccccscccces 5.00 to 20.00 
Reducing strangulated hernia by operation ..............eeeeeeeeeeeeeeees 50.00 to 100.00 
I ENED dn 0: b:0'0.0 00S onan kdcoaaccenSooevesediteveseae 1.00 to 5.00 
INU SII, PO oo dco ah dcdneteucssn a hadsnosusnnedababegeons 5.00 to 10.00 
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Cn il I TI 8g ooo ore dcus ae ines cumeseeeeenewe 2.00 to 5.00 
Treating stricture of urethra otherwise than by simple introduction of 
II Rae anh tg a OS eae gee al chai pteigaars Wa 10.00 to 50.00 
A oe. se aici nis ob ldle pa Cabs 3 KE WOES ATT a aeRO 2.00 
a oe cw uwina bweieedilemaiene pam eeneatate 3.00 to 10.00 
SUE OF UOOTIER, TOI TOE ois 0 oon cin ssisin ccc vine scat esdssancsece 5.00 to 10.00 
(And for subsequent treatment as in other cases.) 
I, OE I, I OD oon os Fakc ovine dsnnesbsdeervennsees 10.00 to 25.00 


(And for subsequent treatment as in other cases.) 


Post-mortem examinations in cases of coroner’s inquest or proposed legal 
I icin fae a wulo cscksee +: vexsetsan ous Eee ab ene seue 25.00 to 50.00 


Post-mortem examination in ordinary investigation—may charge.......... 10.00 


The fees for all operations not mentioned in the above will be governed by the importance 
of the case and the responsibility of the operator. 


EXTRACTS FROM THE REGULATIONS OF THE SOCIETY 
, Z. 

All bills for professional services are due and payable as soon as the service is rendered, 
and may be charged with legal interest if unpaid at the expiration of six months from the 
time above specified. 

II. 


Resolved, That the members of the Olmsted County Medical Society, in publishing this 
Fee Table and Regulations, hereby express their willingness and desire to make suitable 


deductions from the regular prices, when the circumstances of patients are such as to render 
them worthy objects of such charity. 


From the beginning the membership of the Olmsted County Medical Society 
included most of the reputable physicians of Olmsted County and confreres from 
counties other than Olmsted. Dr. W. T. Adams, of Elgin, Wabasha County, was a 
charter member in 1868. After 1885, physicians from outside counties were ad- 
mitted each year. Between 1885 and 1888, S. W. Ranson, Dodge Center; S. S. 
Walbank, Duluth; S. H. Van Cleve, Mantorville; J. F. Percy, Mazeppa; J. W. 
Scott, St. Charles, and C. N. Frye, Zumbrota, were enrolled. In the next year 
or two the society welcomed C. O. Wright, Kasson; F. W. Calkins, Mazeppa ; 
J. P. Waste and N. S. Tefft, Plainview, and W. A. Chamberlain, St. Charles. 
Within the next few years many other physicians well known in southern Minne- 
sota became members, it appears, among them H. F. Peirson, Austin; Seth E. 
Howard, Goodhue; A. J. Button, Hammond; C. L. Chambers, Kasson; M. H. 
Cremer, Mazeppa; J. McPeek and —— Holtz (Holst?), St. Charles; J. B. Mc- 
Gaughey, Winona; G, E. Campbell, Wykoff ; C. M. Beebe, J. E. Crewe and K. E. 
Gryttenholm, Zumbrota, and Dr. Pickard, Burlingame, Kansas. 

Since 1885, and probably since 1879, the staff of the second Minnesota Hospital 
for Insane (Rochester State Hospital) have been active members of the Olmsted 
County Medical Society. In 1886 Dr. J. E. Bowers, superintendent (1879-1889) 
of the state hospital, began the pleasant custom, continued ever since, of inviting 
the society to hold at least one meeting yearly at the state hospital and of supplying 
a clinical program and social enertainment. 


There are given here, in addition to the officers of 1868 and of 1885, already 
mentioned, other officers, all of them physicians, of the county medical society 
prior to 1900, insofar as record has been available. At. the annual meeting in 
December, 1886, there were elected W. W. Mayo, president; E. A. Holmes, first 
vice president; W. T. Adams, second vice president; Ida Clarke, secretary and 
treasurer, and W. J. Mayo, H. H. Witherstine and P. N. Kelly, censors. The 
officers in 1888 were A. W. Stinchfield, president; J. E. Bowers, vice president ; 
Ida Clarke, treasurer, and H. H. Witherstine, secretary. In 1889 Dr. Bowers 
was president. At a meeting held in March, 1891, R. McE. Phelps was elected 
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president ; E. D. Stoddard, vice president, and H. H. Witherstine, secretary and 
treasurer. In 1892 A. S. Adams became president; S. H. Van Cleve, first vice 
president, and H. H. Witherstine, secretary and treasurer, a capacity in which he 
was to serve at many different times. In 1894 A. L. Baker was elected president, 
and C. E. Fawcett, vice president. In January, 1895, Dr. Van Cleve became 
president; C. O. Wright, vice president, and Dr. Stinchfield, secretary and 
treasurer. In 1896 R. C. Dugan was president; C. L. Chamtbers, vice president ; 
C. E. Fawcett, second vice president, and J. G. Cross, secretary and treasurer. In 
1897 Dr. Wright became president; F. W. Burns, first vice president; M. C. 
Millet, second vice president, and Dr. Cross again secretary and treasurer. In 
1898 C. H. Mayo was elected president; F. W. Burns, vice president, and J. G. 
Cross was re-elected secretary and treasurer. As 1900 opened, the officers were 
E. M. Clay, president ; O. C. Heyerdale, vice president ; Gertrude Booker, second 
vice president, and J. G. Gross, secretary and treasurer. 


Although, in the period considered here, meetings of the society usually were 
held in Rochester, the group occasionally met in Eyota, Oronoco, Mantorville or 
elsewhere. At regular intervals after 1892 the society was host at annual meetings 
of the Southern Minnesota Medical Association, which was founded at Winona 
on July 28, 1892. It is interesting, in relation to the latter association, that at a 
meeting of the early Olmsted County Medical Society, on January 16, 1869, “a 
communication was read from Dr. Youmans of Winona, suggesting that the 
organization [O.C.M.S.] be extended to include all Southern Minnesota. It was 
moved and passed that the entire membership form a committee to correspond 
with practitioners in the district generally to the end of organization of such an 
organization.” 


Since its reorganization in 1885 the Olmsted County Medical Society has func- 
tioned actively, increasing its membership and the scope of its work. As com- 
munity of interests among physicians of Olmsted County and physicians of 
neighboring counties increased, amalgamation of local medical groups came about. 
On November 14, 1832, at Rochester, the Houston-Fillmore County Medical 
Society merged with the Olmsted County Medical Society, to form a three county 
society. On July 5, 1934, the Dodge County Medical Society joined with the 
group, to form the Olmsted-Houston-Fillmore-Dodge County Medical Society, the 
charter of which was issued on July 15, 1934. 


Physicians of Olmsted County in the Minnesota State Medical Society—When 
the Minnesota State Medical Society was reorganized in Saint Paul on February 1, 
1869, after nearly sixteen years of inaction, the medical profession of Olmsted 
County was represented at the meeting by Dr. W. W. Mayo. .On this occasion 
Dr. Mayo was elected a member of the board of censors and of the committee on 
finance and also was appointed to determine the number and the names of regular 
physicians in Olmsted County and the names and classification of practitioners in 
the county who were not recognized as physicians by the state medical society. At 
the semi-annual meeting of the state society at Owatonna on June 16, 1869, Dr. 
Mayo reported that there were in Olmsted County eight regular physicians and 
six irregular practitioners. 


At the meeting of June 16, 1869, Dr. E. C. Cross, of Rochester, became a 
member of the state society. In 1870 four other physicians from Olmsted County, 
E. W. Cross, H. Galloway, J. S. Allen and W. P. Belden (the last-named long 
resident in Fillmore County), all then of Rochester, were admitted, and in the 
following year Dr. C. E. Teel, of Eyota, became a member. It was in 1870 that 
Dr. Harriet E. Preston, of Rochester, the first woman to seek recognition by the 
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state society, presented her application and thereby started a controversy that was 
to continue ten years before it ended in admittance of women physicians to the 
society, and in the election to membership, in 1880, of three women, among them 
Dr. Preston, who was then in Saint Paul. In 1871 Dr. D: S. Fairchild, of High 
Forest, was enrolled; in 1872, Dr. A. Grant, of High Forest, Dr. G. W. Nichols, 
of Rochester, and Dr. A. W. Stinchfield, then of Dundas, but soon to remove to 
Eyota, Olmsted County, became members. Until 1878 there was little change in 
the representation from Olmsted County, with the exception of the removal of 
Dr. Fairchild to Ames, Iowa, in 1872, and the return of Dr. Belden to Hamilton, 
Fillmore County. In 1878 Dr. S. S. Bishop, of Rochester, was enrolled. In 1879 
Dr. J. E. Bowers, already a member from St. Peter, settled in Rochester. In 
1880, because of removals, the membership from Olmsted County was four: Drs. 
Bowers, E. C. Cross, E. W. Cross and W. W. Mayo. It was increased in 1881 by 
the coming to Oronoco of Dr. E. A. Holmes and to Rochester of Drs. W. A. 
Vincent and Ida Clarke. In 1884 Drs. P. N. Kelly and W. J. Mayo, both of 
Rochester, were enrolled, and in 1886 Dr. N. S. Lane, of Eyota. In 1888 Dr. 
C. R. Keyes, of Byron, and Dr. C. H. Mayo, of Rochester, were admitted; in 
1889 Dr. A. L. Baker, of Eyota, and Drs. R. McE. Phelps and H. R. Randall, of 
Rochester ; in 1890 Dr. A. F. Kilbourne, of Rochester, was enrolled; in 1891 Dr. 
R. C. Dugan, Dover; and in 1892 Dr. N. M. Baker, Rochester. By 1895, again 
because of changes of residence, the membership in the county had been reduced to 
seven. In 1897 there were added Dr. C. Graham and Dr. J. G. Gross, both of 
Rochester ; in 1898 Dr. H. H. Witherstine, Rochester, and in 1899 Dr. E. M. Clay, 
Oronoco, and Dr. M. C. Millet, Rochester. 


Throughout the period 1868-1899 the members from Olmsted County were active 
in the work of the state society, acting as delegates to the American Medical As- 
sociation, sending in reports to the state group on disease in their localities, con- 
tributing to programs and discussions, serving on committees and on the board 
of censors, and, some of them, in offices. Dr. W. W. Mayo, in 1871, was third 
vice president of the Minnesota State Medical Society and in 1872 was elected 
president. In 1875 Dr. A. W. Stinchfield was elected corresponding secretary, in 
1876 Dr. E. C. Cross became second vice president, in 1886 Dr. E. A. Holmes 
was third vice president and in 1889, second vice president. In 1891 Dr. W. J. 
Mayo became first vice president, in 1892 second vice president, and in 1893 
president, the youngest man, until then, to hold the presidency. It was at the 
meeting of 1891, when a paper on acute intestinal obstruction, by Dr. S. W. 
Ranson, of Dodge Center, failed to arouse the discussion it obviously merited, that 
Dr. W. J. Mayo electrified the assembly by rising to say, “In the language of the 
adjutant general of this state, I would like to know what we are here for. We 
from the country come up here to the city. We accept the hospitality of the 
gentlemen who live here. We find out that they are royal good fellows, but we 
come here to learn something from them. We don’t invite them down to our 
town because we cannot give them the amount of learning and experience and all 
that sort of thing that we can get here; so when we leave our business and come 
up here, we feel as though they ought to talk to us. We think the papers should 
elicit something more than the experience of one man. We want the experience 
of leaders who live up here in the cities... .” Thorough discussion followed. 
The chairman, Dr. E. C. Spencer, said: “I think most of the instruction which 
the society has received, outside of the papers, has been from the members from 
the country, and especially the two from Rochester.” At the close Dr. Mayo said, 
“I would like to thank the gentlemen from Saint Paul and Minneapolis in the 
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name of the profession outside of the Twin Cities for the noble way they have 
responded to my request.” 


Hospitals in Olmsted County Prior to 1900 


Within the last twenty years of the nineteenth century there were established 
at Rochester, Olmsted County, three hospitals, on of which was a state institution 
for the care of the insane. 


The Second Minnesota Hospital for Insane (since early 1893, the Rochester 
State Hospital) —Not until 1866 did Minnesota provide institutional care within 
its own borders for the insane among its residents. On April 28, 1862, one insane 
patient was sent from this state to the Iowa State Hospital, which subsequently 
received fifty-five other patients from Minnesota, on agreeement that all of the 
Minnesota patients should be removed by the autumn of 1866. In the spring of 
1866 six patients were sent from Minnesota to St. Vincent’s Institute for Insane 
at St. Louis, Missouri. 


In January, 1866, the Hon. J. V. Daniels, of Rochester, introduced into the state 
senate a bill for the establishment of a state insane hospital in that city. On March 
2, 1886, the Minnesota legislature passed an act providing for such a hospital in 
southern Minnesota. A board of trustees was appointed and authorized to erect 
or lease or purchase buildings and as soon as practicable bring back the insane 
patients from Iowa. The Minnesota Hospital for Insane was established at St. 
Peter, was opened officially on December 6, 1866, and two days later received its 
first patient. By 1870 the hospital was crowded; in 1875 appeal was made to the 
legislature to provide a site for a second hospital. In 1877, when conditions at 


the St. Peter hospital had become censurable, solution of the problem was ap- 
proaching. 


Since the late sixties or earlier a movement had been growing for the establish- 
ment of a state institution in Minnesota for the care of inebriates. Physicians were 
active in the work, notably Dr. T. H. Everts and Dr. H. C. Grover, of Fillmore 
County. On March 10, 1873, the state legislature passed an act “to establish a 
fund for the foundation and maintenance of an asylum for inebriates.” This 
act, amended on March 9, 1874, imposed an annual tax of $10 on every liquor 
dealer in the state, and on liquor dealers only, the purpose being to raise money 
for creation of the proposed asylum, the institution to be maintained by continua- 
tion of the tax. Accumylation of money proceeded slowly ; there was much protest 
against the law by those affected as being class legislation, and much litigation in 
test cases. The Supreme Court of Minnesota upheld enforcement of the law. 
In 1875 the Minnesota State Medical Society appealed to the legislature for im- 
mediate action in providing an inebriate asylum. At that session a bill was enacted 
that located the asylum at Rochester, and soon afterward a board of seven 
directors was appointed by Governor C. K. Davis, of which Dr. J. A. Leonard, 
of Rochester, was the local member. A farm of 160 acres east of Rochester was 
bought and in 1877 erection of buildings was begun. 


Opposition to the liquor tax had been increasing steadily, as had the need for 
additional hospital space for insane patients. On March 7, 1878, the legislature 
repealed the act providing for an inebriate asylum, passed an act to locate and 
establish the Second Minnesota Hospital for Insane at Rochester, and transferred 
to the hospital the funds, lands and properties of the Inebriate Asylum, provided 
that the board of trustees of the hospital “make provision for special departments 
in the said hospital for the treatment of inebriates.” 
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Inadequate and unsuitable as the unfinished buildings at Rochester were, they 
were accepted and were brought sufficiently near completion by January 1, 1879, 
so that on that date the Second Minnesota Hospital for Insane was opened, with 
Dr. J. E. Bowers, formerly assistant physician at the Minnesota Hospital for 
Insane, at St. Peter, as superintendent and physician, and with eight men patients, 
who had been brought from St. Peter the previous day, in residence. By December 
1, 1879, there were ninety-four male patients in the hospital. Provision for 
women patients was yet to be made. 


The detailed history of the hospital for insane at Rochester belongs elsewhere 
in the history of medicine in Minnesota. The great growth of the institution from 
year to year could be shown dramatically by a time-lapse motion picture. In 
1889 a training school for attendants was opened at the hospital, and in 1890 an 
excellent training school for nurses. The inebriate department, never a suitable 
division of a hospital for insane, was abolished by legislation on April 27, 1897. 
An official report of July 31, 1900, shows that there were then 1,251 patients con- 
nected with the hospital, 715 men and 536 women. The buildings, several times 
enlarged since 1879, again were inadequate. The medical staff had increased 
from one, in 1879-1881, to six in 1900. There were, in 1900, eight official as- 
sistants in the hospital and six heads of departments having to do with engineering, 
farming, cooking, laundry and maintenance. The hospital grounds, in the beginning 
a stubble field, had become a beautiful park, of recreational value to the staff and 
especially of therapeutic value to the patients. 


It has been said by able psychiatrists that the rulings instituted by Dr. Bowers, 
around 1886, for the care, treatment and control of insane patients were excellent 
and that they may be considered modern. From about 1883, Dr. W. J. Mayo, and 
from 1888, Dr. C. H. Mayo, it has appeared in many official reports from the 
state hospital, gave “kindly assistance in important surgical cases,” as they did for 
many years at the state hospital at St. Peter also. In 1926 it was stated, “Most 
amicable relations have always existed between the officials of the Rochester State 
Hospital and the members of the staff of the Mayo Clinic. The mutual exchange 
of consultation services between the two institutions has been of great advantage 
to both.” 


In its seventy years (1949) the state hospital at Rochester has had four superin- 
tendents: Dr. J. E. Bowers, 1879-1889; Dr. A. F. Kilbourne, 1889-1934; Dr. B. F. 
Smith, 1935-1942; and Dr. M. C. Petersen, 1942- In 1949 there were in 
prospect, in the near future, complete reconstruction and enlargement of the 
buildings and extension of facilities and departments. 








(To be continued in the January issue.) 
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President’s Letter 


Last Page on the Calendar 


Last January, when I began this series of President’s Letters, I tried to express 
my appreciation of the high honor that had been paid me by the Minnesota State 
Medical Association and to indicate my awareness of the responsibilities contingent 
on leadership during a time when the medical profession faced the most critical 
issues in its history. 


Now, as the year is almost over, I’d like to reiterate my appreciation: Serving as 
your president during 1949 has been an unequaled and invaluable experience for me. 
I have enjoyed meeting with so many of my colleagues throughout the state during 
my travels for the Association. I have been impressed with the serious intent and 
enthusiasm of the committees whose sessions I have attended as an ex officio mem- 
ber. In brief, my year as president has given me a 50-yard-line view of the highly 
divergent, yet interwoven activities of the Association and a renewed understand- 
ing of the part that sincerity, co-operation and individual initiative play in the 
furtherance of these activities. 


As I look back over the year, I can say unhesitatingly that we have reached high 
points of achievement, not only in medical research and practice, as we strive to 
make healthy living a reality for ever greater numbers of people, but also in the 
closely related field of medical economics, where threats to the public’s health have 
sprung from political origins. 


Credit for the progress the Association has made goes to every Minnesota doctor 
who, not content with diagnosing and treating the ills of his own patients, helped 
toward diagnosing and treating the nation’s ills. 


Special thanks are due the officers and councilors and committee chairmen, all of 
whom, I know, worked devotedly and long during the year to fulfill the obligations 
delegated to them. 


With 1949 almost history, our attention turns to the year that lies ahead. Not an 
easy year, we know, but the challenges and their inherent opportunities for service 
will be greater than ever ; and with the unfailing co-operation of every member and 
the wise and able leadership of Dr. F. J. Elias, our new president, the Minnesota 
State Medical Association will make new progress in safeguarding the nation’s 
health and freedom. 


Merry Christmas - ~ Happy New Bear 


. - e 


President, Minnesota State Medical Association 
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GRIEVANCE COMMITTEES 


CCASIONALLY a patient has, or feels he 
has, a grievance against a physician or hos- 
pital. When he has a real grievance, it results in 
injury to the physician or hospital and to the 
entire medical profession. One justified grievance 
does more harm to the public relations of the pro- 
fession than can be counteracted by much favor- 
able publicity. It is, therefore, highly important 
that there be a mechanism for handling such cases. 
Several states, including Nebraska, Utah, Vir- 
ginia, Indiana and Colorado, have statewide griev- 
ance committees and give considerable publicity to 
their existence. In Colorado, the grievance com- 
mittee is known as the “Medical Grand Jury.” A 
patient with a grievance is required to make his 
complaint in a signed statement. A copy of the 
complaint is sent to the physician concerned, and 
the complainant is notified that this has been done. 
The two are asked to get together and settle the 
difficulty. If this is not successful, the two are 
asked to appear before the committee in an effort 
to settle the dispute. 

For a number of years, the Minnesota State 
Medical Association has had a Committee on 
Medical Ethics which now is composed of Dr. 
R. D. Mussey of Rochester, Dr. B. S. Adams of 
Hibbing and Dr. Harold Diehl, Dean of the Medi- 
cal School, who in conjunction with the Council 
of the Minnesota State Medical Association 
handle any complaints submitted. The Hennepin 
County Medical Society has its Board of Ethics, 
and the Ramsey County Society uses its Execu- 
tive Committee to handle such cases. The county 
societies have all been urged to have similar com- 
mittees appointed to investigate any grievances. 
Some have done so. It \has been thought, with 
good reason, that it is sometimes better. for a 
state-wide committee to handle complaints instead 
of a local committee of confreres ; the mechanism 
exists in Minnesota in the form of the Com- 
mittee on Medical Ethics of the State Medical 
Association for use, if so desired, by a county 
society. 
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Some of the comparatively few complaints re- 
ceived are from crack-pots with imaginary griev- 
ances. Some consist of misunderstanding of 
charges, such as laboratory fees that are not 
itemized, and are generally easily settled. Cases 
of out-and-out overcharging are perhaps the most 
important ones. The knowledge of the existence 
of a grievance committee doubtless is effective in 
reducing the number of instances in which a 
physician so ignores the dignity of his profession 
as to attempt to gouge his patient. Although there 
is some elasticity in the matter of proper fees, an 
overcharge should be readily detectable by a griev- 
ance committee. 


THE BRITISH HEALTH “SCHEME” 


N ESTIMATING the desirability or undesir- 

ability of our adoption of National Compul- 
sory Health Insurance, an appraisal of how the 
National Health Service in England is working 
out should be of inestimable value. The proposed 
socialization of medicine in our country closely 
resembles that in operation in England since July 
5, 1948. To obtain first-hand information on the 
subject, John W. McPherrin, editor of the 
American Druggist, made a visit to England this 
year and personally interviewed physicians, drug- 
gists, hospital personnel and individuals including 
those contacted in the “pubs” in an effort to ob- 
tain a comprehensive view of the opinions of those 
in different walks of life on the health “scheme.” 
The results of his investigation appeared in the 
July, 1949, issue of the American Druggist. 

Under the new “scheme” each wage earner con- 
tributes the equivalent of $1.02 (before devalua- 
tion of the pound) per week. About 17 cents of 
this tax goes to the cost of the health service, 85 
cents being applied to cash benefits, retirement, 
pay widows’ pensions, unemployment, sickness 
and disablement benefits. Five-sixths of the cost 
of medical care is supplied by other taxes and 
amounts to about $80 per family in addition to the 
$1.02 a week. While this fact has been made pub- 
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lic, it is apparently not generally realized. The 
government pays for all medical, dental and hos- 
pital care, for drugs, spectacles, et cetera, on doc- 
tors’ prescriptions. Refills for drugs require new 
prescriptions. 

Each general practitioner receives $4.00 per 
panel patient which provides his services for the 
family. Specialists receive special remuneration. 
Hospital care is provided when beds are available, 
but some 60,000 are now empty due to lack of 
hospital personnel. P 

Mr. McPherrin, as a result of his questioning, 
found that most physicians and druggists who 
are better off financially as a result of the 
“scheme” are favorably disposed. This includes 
the poorer and mediocre physicians and the drug- 
gists who had little prescription business previous- 
ly. It seems that 70 per cent of drugs were 
formerly dispensed by physicians. The general 
practitioner is commonly swamped by the increase 
in patients, and the volume of business done by 
the druggist is greatly increased, but his financial 
gain is only slight because of the prices allowed 
by the government for drugs. 


The public, the author divides into three groups. 
The first group are the gyppers. They have paid 
their money and are bent on getting their money’s 
worth in medical service and insist on medicine 
whether they need it or not. The second group 
are those who are doing their best to make the 
“scheme” work and are conscientious in their 
demands. The third group are the objectors. 
They employed private physicians formerly and 
dislike the medical attention now available. 

England is experimenting in socialism, other- 
wise known as the welfare state. This term is 
coming to be used in our country as though it 
were different from socialism. The responsibility 
of the individual to provide for himself is to be 
shifted to a beneficent government in the belief 
that the state alone can provide security and hap- 
piness. The British were conditioned to the pres- 
ent “scheme” by the panel system adopted in 
1911, which included half the population. The 
Beveridge Plan, proposed in 1942, which formed 
the structure of the present “scheme” received 
the support of all the political parties in England 
—the druggist, and to some extent the medical 
specialists. While the general practitioners strong- 
ly opposed the “scheme,” they had insufficient 
backing. This made its adoption comparatively 
easy. 
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Upon his return to America, Mr. McPherrin 
took part in an informal debate with Oscar Ewing 
on the subject of Compulsory Health Insurance at 
the annual convention of the Proprietary Associa- 
tion at White Sulphur Springs, West Virginia. 
The issue narrowed itself down to the question of 
whether it is possible to manage any compulsory 
medical care system without the imposition of 
staggering government controls. Ewing believed 
it was possible and painted a glowing picture of 
increased drug volume for producer and distrib- 
utors under government health insurance. Mc- 
Pherrin contended that a complicated set of gov- 
ernment controls would be necessary to support 
any such action. Be it said to the credit of the 
Proprietary Association that the lure of more busi- 
ness did not prevent the members from going on 
record as opposed to government health insurance. 

The British experiment has been costly, both 
financially and in medical standards. It has been 
recently reported that it has been necessary to 
charge a shilling for each prescription in order to 
reduce the number unnecessarily prescribed. It is 
incumbent on the medical profession and the peo- 
ple of America to develop other methods of pro- 
viding medical care which will preserve individual 
initiative and responsibility rather than shifting 
the responsibilty to the government. This can and 
is being done. 





JOURNALS FOR JAPAN 

HE MEDICAL SCHOOL of Tokyo Uni- 
versity is greatly in need of medical journals. 
Its files for the past eight years are scant and the 
few copies on hand are much worn through use. 
Contributions of spare journals of every descrip- 
tion, including those of the specialties and state 

medical journals, would be greatly appreciated. 
Contributions should be sent to Dr. Tomio 
Ogata, Editor, Journal of the Japan Medical 
Association, Department of Serology, Medical 
School, Tokyo University, Hongo, Tokyo, Japan. 





THE 1949 TUBERCULOSIS CAMPAIGN 


“Minnesota’s record of tuberculosis control is an in- 
spiration to the entire civilized world as the finest job 
done anywhere on the globe. The death rate has been 
brought down through hard work, intelligently planned 
and diligently carried out.” 

Speaking at the state Christmas Seal dinner, October 
25, at the Coffman Memorial Union, University of Min- 
nesota, Dr. Edwin R. Levine, director of Chest Services, 
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Michael Reese Hospital and medical director of Win- 
field Hospital, Chicago, lauded the program against 
tuberculosis carried on in this state. 


The Christmas Seal dinner launched the 43rd annual 
tuberculosis fund-raising and educational campaign. 
Christmas Seal funds finance the national, state and 
local program of case-finding, education and medical 
research. Ninety-five per cent of the funds raised remain 
in Minnesota to support the local and statewide pro- 
grams, and five per cent make possible the medical 
research and other activities of the National Tuberculosis 
Association. 

Facts which speakers, newspaper articles, radio pro- 
grams and leaflets are bringing to the attention of the 
public in the intensive educational campaign accompany- 
ing the sale of Christmas Seals include the following : 

Minnesota’s tuberculosis death rate struck an all-time 
low in 1948—17.1 per 100,000 populaticn. The death rate 
has been reduced 87 rer cent over the past 40 years. 
But this preventable and curable disease took the lives 
of 502 men, women and children in the state in 1948, 
and there are an estimated 5,000 active cases in the state. 

Christmas Seal funds are helping finance county mass 
X-ray Surveys, tuberculin testing surveys of school chil- 
dren, tuberculosis follow-up work and a continuous pro- 
gram of education, using all media for reaching the 
public. 

Early discovery of tuberculosis aids early recovery. 
In the Mass X-ray Surveys of apparently healthy people, 
approximately 80 per cent of the cases discovered are 
minimal cases. In former years, approximately 80 per 
cent of the cases entering Minnesota sanatoriums were 
moderately or far-advanced cases. 

No county, state cr nation are safe until all are safe. 
In this connection, the following facts are presented: 

Tuberculosis kills from three to five million people 
in the world annually. 

Tuberculosis is one of the most important health prob- 
lems facing the American people today. 

It is impcrtant because in the productive young age 
group from 15 to 34 it costs more lives than any other 
disease. 

It is important because it is a communicable disease 
which is killing nearly 1,000 Americans a week, 125 a 
day—at the rate of one person every 11 minutes. 

It is important because 500,000 people in this country 
are estimated to have tuberculosis, one-half of them 
unknown to health authorities. 

Tuberculosis is an important public health problem 
because it can be prevented. 





GOVERNMENT INVESTIGATION OF MEDICAL 
SOCIETIES 

Dr. R. B. Robins of Camden, Arkansas, Democrati: 
National Committeeman from Arkansas and member of 
the House of Delegates of the American Medical As- 
sociation, recently issued the following statement in reply 
to Attorney General J. Howard McGrath: 

“Attorney General McGrath’s attempted explanation of 


the current wave of investigations which the Depart- 
ment of Justice is directing against medical societies 
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throughout the Nation is an insult to the intelligence 
of the American people. 

“As a United States Senator, Mr. McGrath was one of 
the leading advocates of Compulsory Health Insurance 
and one of the most intemperate, vitriolic critics of the 
American medical profession. As chairman of the 
Democratic Naticnal Committee, he misused the facilities 
of that committee to make scurrilous, slanderous ac- 
cusations against State Medical Societies and the Ameri- 
can Medical Association. His statements and his tactics 
were an affront to all doctors, whether Democrats or 
Republicans. Now, he has gone even farther, by using 
the facilities of the Department of Justice for political 
purposes, 

“For, many months Mr. McGrath and some of the 
other Washington proponents of political medicine have 
cleverly and indirectly threatened the medical profession 
because of its open opposition to Compulsory Health 
Insurance. Coming events cast their shadows before. 
Now, with Mr. McGrath in the saddle as Attorney 
General, the reprisals and crack-downs are in full 
swing. 

“This Nationwide use of Police-State methods was 
revealed and protested yesterday by the Board of 
Trustees of the American Medical Association. Mr. 
McGrath, in admitting the investigations, then gave the 
lame explanation that they resulted from complaints 
by doctors and the general public. 

“The straight-thinking American people, believing in 
fair play according to democratic rules, will recognize 
his public excuse as camouflage. They will recognize, 
I am sure, that the present attack against the medical 
profession is a politically-inspired maneuver to frighten 
American doctors, discredit them in the eyes of the 
public and stifle opposition to the Truman health pro- 
gram. 

“T hope and believe that the American people will 
rise up in protest against such Gestapo methods in a 
Nation which cherishes the right of free speech.” 


Dr. Robins called attention to the fact that Senator 
James W. Fulbright of Arkansas in the U. S. Senate 
spoke in support of the Nation’s doctors and had the 
official AMA statement printed in the Congressional 
Record. 





PNEUMONIA STILL A KILLER 

Pnuemonia remains the only communicable disease 
among the first ten causes of ‘death in Minnesota, ac- 
cording to a recent report ‘from the Division of Vital 
ee Minnesota Department of Health. Pneumonia 
now ranks fifth as a cause of death in Minnesota. In 
all its forms, it took a total of 1,013 lives in the state 
in 1948, and another 564 during the first half of the 
present year. However, this total represents only about 
4 per cent ‘of all deaths occurring in the state. 

Except for accidents, conditions causing death today 
tend more and more toward a preponderance of chronic 
conditions and those affecting mainly older people. The 
five leading causes of death in Minnesota have remained 
the same for some time. They are heart disease, can- 
cer, intercranial lesions of vascular origin (such as 
cerebral hemorrhage), and pneumonia. Next in rank 
after these five are diabetes, nephritis, arteriosclerosis, 
premature birth, and congenital malformations. 

The report from the Division of Vital Statistics states 
that, although accidents appear in fourth place among 
the leading causes of death for the entire population of 
Minnesota, they actually. are the leading cause of death 
among younger age groups. “During the years 1946- 
1948,” the report states, “accidents were the leading 
cause of death for each age group from one to nine- 
teen years of age, accounting for 33.5 per cent of the 
deaths in these ages.”—Minnesota Health, ae 
1949, 
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Edited by the Committee on Medical Economics 
of the 
Minnesota State Medical Association 
George Earl, M.D., Chairman 








ENGLISH SUSPECT SM END NEARING 


“People are demanding prescriptions and other- 
wise trying to get as much as possible out of the 
British health scheme,” reported John W. Mc- 
Pherrin, editor of The American Druggist, when 
he spoke before the annual conference of State 
Medical Association Secretaries and Editors, No- 
vember 4, at AMA headquarters. “They have an 
intuition that the thing can’t last.” 


McPherrin spent five weeks in England, trav- 
eling 1,600 miles with a portable wire-recording 
machine which he used in interviewing Bevan 
and other top-ranking British officials, house- 
wives, men in the neighborhood pubs—in short, 
anyone and everyone who could, when considered 
as part of the composite whole, give him a picture 
of British reactions to socialized medicine. 

“My attitude was that of a journalist,” he ex- 
plained. “My publication is not affiliated with any 
association.” 


“Not An Entity” 


To find out what he wanted to know about the 
health program in Britain—Britishers call it the 
“health scheme”—McPherrin found that he 
could not consider it as an entity; he had to “dig 
into the welfare state.” 

He concluded that the American and British 
people are “pretty much alike, but the British 
have acquired some different habits of thinking.” 
“These are not common to Americans and, I’m 
not sure that they are common to the British 
people.” 

McPherrin credited working conditions, class 
distinctions and the “stupid private enterprise” of 
Britain with bringing on the welfare state: “If 
those things had happened here, we might have 
had a welfare state.” 

“It (the welfare state) is not the ideology of 
the people,” he opined, “but the competition of 
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two political parties to see which could offer the 
most—at tax expense.” 

As to those who like it and those who don’t— 
McPherrin found it a simple question of econom- 
ics. “If the individual is making more money 
since the health scheme, then he’s in favor of it,” 
McPherrin declared. “With the majority of peo- 
ple, the first response is ‘it’s a good idea’; most 
people like to get things for free.” 


One Dollar a Week? 

The truth about the cost of the program is not 
known by many people in Britain, however, Mc- 
Pherrin believes. The government takes a dollar a 
week from the British worker and leads him to 
believe that the money is his entire contribution 
for the medical and related services that he. re- 
ceives. Actually, five-sixths of that dollar goes for 
so-called “cash benefits’—including unemploy- 
ment insurance, funeral expenses and the like. 
Seventy-eight per cent of the cost of the health 
scheme comes out of general taxes. 

In terms of the health scheme, England can be 
divided into three classes now, McPherrin pointed 
out: the abusers, the users and the objectors. 

Summarizing his analysis of the change that 
has come over Great Britain, Editor McPherrin 
said, “I came home with a new reverence for 
America and the faith in mankind that created 
this nation. Socialism, a polite word for com- 
munism, is a system founded on lack of faith in 
people.” 


HUMPHREY AMPLIFIES STAND ON 
HEALTH PLAN 

During a November 1 radio debate on the 
“Town Meeting of the Air” program, Senator 
Hubert Humphrey amplified his new view of 
compulsory health insurance —a withdrawal, at 
least temporarily, of his support from the Truman 
plan. 


“ 


. a very serious point has been brought up here 
tonight in reference to my stand on the so-called so- 
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cialized medicine. I would like to reply to my doctor 
friend. I am opposed to socialized medicine. Socialized 
medicine is charity medicine. 

“I am for the general principle of national health in- 
surance, which is a prepayment type of medicine, a pre- 
payment insurance plan. I do not believe we should pre- 
maturely enter into it. I agree with my friend from 
Maine (Senator Owen Brewster) ; we need time to study 
and to think. That is exactly what we’re doing. We're 
going to build up the medical schools of this country, 
which the medical profession is for—they’re for federal 
aid on that. We're building up the hospitals, which 
they’re for—they’re for federal aid on that. We’re build- 
ing up the community clinics. 

“When the time arrives—unless the medical profession 
has spread out the means of coverage for health serv- 
ices in this country—the American people are going to 
ask of their government help from their government in 
an insurance plan—not a pension plan, not a gift plan 
but an insurance plan—to provide for the medical serv- 
ices which the great medical profession can provide.” 


Senator Humphrey and Senator Brewster were 
debating the question: “Are we depending too 
much on government for general welfare?” Mr. 
Humphrey answered the question with what he 
called a “categorical ‘no.’ ” 


EWING OFFERS CASH APPEAL TO 
DRUGGISTS 


In the current issue of The Bulletin of the 
Academy of Medicine of Toledo and Lucas Coun- 
ty (Ohio) appears an interesting study of Oscar 
Ewing’s recent address before the annual con- 
vention of the National Association of Retail 
Druggists. 


The writer of the article has taken parts of 
Ewing’s talk and italicized them for greater em- 
phasis. Typical are these: 


“In a very real sense, health is your stock in trade.” 

“Certainly any major progress we make in this age- 
old struggle against sickness and disease is sooner or 
later reflected in larger receipts for your own cash 
registers.” . 

“And the result of this activity (mass x-ray, cancer 
and heart clinics), I am certain, has already been felt 
across your own drug counters.” 

“Again let me point out that the drug trade flourishes 
in the shadow of the hospital.” 

“National health insurance would automatically give 
to every man, woman and child the status of a ‘good 
paying’ patient. In all this I do not see how the retail 
druggist can fail to profit enormously.” 


Mr. Ewing is evidently under the impression 
that he can gain support for his compulsory health 
insurance plan by a dollars-and-cents appeal ; but 
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he has been contending, up to this point, that the 
American people must go into the program 
through motivation of a great humanitarian 
nature. 


MEDICAL OFFICIALS TOLD TO SELL LIBERTY 
“Selling Liberty, a Public Relations Project for 
Every American,’ was the subject selected by 
Leonard E. Read, president of the Foundation 
for Economic Education, when he addressed the 
second annual AMA Public Relations Conference 
November 5 at the Hotel Bismarck, Chicago. 


Mr. Reed began his discussion with the asser- 
tion that socialism is “‘coercive collectivism.” 


“Regardless of its beginning,” he contended, “it means 
state ownership and/or control of production. 


“Socialism, a parasitical philosophy, presupposes the 
existence of healthy and going economy, just as mistle- 
toe presupposes a healthy, live tree.” 


Taxes Take 29 Per Cent 

Giving an indication of the parasitical approach 
of socialism, Read pointed out that between two 
and five per cent of all earned income was once 
the government’s take; now it’s 29 per cent of 
all earned income. 

The speaker recalled the Lenin theory : that de- 
bauching its curency is the quickest way to de- 
stroy a society. Mr. Read then took examples 
from countries abroad where the currency has 
been devalued—in France, for instance, if one 
had deposited $1.52 cents in a bank there thirty- 
two years ago, he would be able to withdraw only’ 
one penny today. 


“In America, the debauchery of the currency and the 
progress of socialism is such that we are no longer able 
to quit our evil ways and be all right—we’re now over 
the brink.” 


Plunderbund Did It 

Individuals and groups responsible for this so- 
cialistic trend, Mr. Read termed the “plunder- 
bund,” adding, “Until we have a re-learning of 
the proper relationship between society and the 
state, the plunderbund will continue to grow.” 

The struggle between democracy and socialism, 
Read referred to as “an ideological contest”—a 
contest in the field of explanation. 

The discouraging aspects of this contest, ac- 
cording to the economist, are: (1) The almost 
all-pervasive notion that it is always “someone 
else’ who is in need of further understanding, 
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(2) indifference, (3) complacency, (4) uncon- 
sciousness of the problem, (5) people who “have 
no time to read,” (6) those persons who are so 
busy reaping the rewards of an economy facing 
destruction that they have no time to assist in its 
preservation. 

Mr. Read’s answer to the question of what to 
do was: “Gain a few thousand articulate, active- 
minded individuals who thoroughly understand 
the fallacies of socialism and the philosophy of a 
voluntary society and the trend would be re- 
versed.” 


FEW HEALTH BILLS PASSED BY CONGRESS 


Despite the fact that medical and hospital bills 
occupied a sizable space in the 80th congress’ 
hopper, few measures of national importance re- 


ceived congressional approval during the session.’ 


S.614 is regarded as the prime example of 
health measures, national in scope, which became 
law. This bill was the first comprehensive amend- 
ment of the Hill-Burton Hospital Survey and 
Construction Act. Extending the program until 
June 30, 1955, the new law authorizes $150 million 
in federal grants annually and makes a few 
changes in the method of allocating funds to the 
state. Under its terms, also, the U. S. Public 
Health Service has been delegated the task of con- 
ducting hospital utilization demonstrations and 
studies. 


MINNESOTA STATE BOARD OF MEDICAL 
EXAMINERS 


230 Lowry Medical Arts Building 
Saint Paul, Minnesota 


Julian F. DuBois, M.D., Secretary 
Man Posing as Doctor Sentenced for Grand Larceny 
Re. State of Minnesota vs. Lavern E. Bartholomew 


On October 11, 1949, Lavern E.’ Bartholomew, age 
unknown, was sentenced at Rcechester, Minnesota, to a 
term of not to exceed five years at hard labor in the 
State Prison at Stillwater. The sentence was imposed 
by Judge Vernon Gates in the District Court of Olm- 
sted County, following the defendant’s plea of guilty on 
September 2, 1949, to an information charging him with 
the crime of grand larceny in the second degree. 

Barthclomew has a long criminal record, according to 
the Federal Bureau of Investigation. That record dates 
back to 1928, notwithstanding the fact that Bartholomew 
claims he was born in December, 1923. According to 
Bartholomew’s signed statement, he came to Rochester, 
Minnesota, from Garden City, Kansas, on August 22, 
1949. The following day he applied for work as an 
orderly at a Rochester hospital. While at the hospital 
Bartholomew removed two billfolds from the surgeons’ 
lockers. He also stole $400 in cash and a wrist watch 
from a patient. That particular theft was the basis of 
the criminal charge against Bartholomew. Bartholomew 
left Rochester but was arrested at Kansas City, Missouri, 
and returned to Minnesota for prosecution. 

According to the Federal Bureau of Investigation, 
Bartholomew, under the name of Calvin Lasky, was 
placed in the Boys’ Industrial Home at St. Johns, New 
Brunswick, in August, 1928. Since that time Bartholo- 
mew, under various aliases, has been in penal institutions 
in New Brunswick; Montreal, Quebec; Florence, Ari- 
zona; Los Angeles, California; Boston, Massachusetts, 
and Calgary, Alberta. The charges against Bartholomew 
ranged from vagrancy to grand larceny. Bartholomew 
has used the following aliases: Lasky, Laskey, Carmelle 
and McAllister. Bartholomew’s true name is unknown; 
his birth place, likewise, is unknown. He has been the 
subject of long investigation by the Federal Bureau of 
Immigration and also the Canadian authorities. Barthol- 
omew is probably in his early thirties. 





TRAINING OF BLIND FOR JOBS IN X-RAY DARKROOMS 


A St. Leuis physician, writing in the November, 1949, 
issue of The American Journal of Roentaenology and 
Radium Therapy, urged industrial and hcspital x-ray de- 
partments today to explore more fully the possibility of 
training blind persons, both men and women, for perma- 
nent jobs in the darkrooms where x-ray films are 
processed. 


The very best technique employed by x-ray specialists 
is “only as good as the darkroom processing of the 
films,” Dr. Sherwood Moore, director of the Mal- 
linckrodt Institute of Radiology of St. Louis, -said in 
his plea for the employment of blind x-ray technicians 
for darkroom work. 


Dr. Moore said that with the help of the St. Louis 
Bureau for the Blind he employed three blind men in 
his laboratory and after a month’s training they ac- 
quired manual proficiency which justified attempting to 
use them under actual working conditions. “The blind 
men are happy,” Dr. Moore wrote, adding that one of 
them commented “this is far better than making brcoms.” 

“There is hope,” the article said, “that the film in- 
dustry and commercial photographic laboratories will 
take up this form of employment for those handicapped 
by loss of sight.” 
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One advantage in hiring the blind, the doctor ex- 
plained, is that experienced x-rav technicians “are 
freed from the monotony and fatigue of darkroom 
work, where their superior abilities are more or less 
wasted. 


“Success in employing blind darkroom technicians 
depends upon the selection of suitable individuals who 
should be thoroughly trained in advance of embarking 
on the actual werk. The selection should be left to the 
state or federal agencies for the blind. These agencies 
have the facilities for giving aptitude tests and find- 
ing persons with the proper background.” 

Dr. Moore said he found that blind employes can 
unload and load and place a film in solution as speedily 
as can a technician with sight. 

“The Federal Security Agency, Office of Vocational 
Rehabilitation and the Illinois Division of Vocational 
Rehabilitation and a representative from the Bureau for 
the (Blind have investigated this training program and 
expressed the view that it has possibilities for a good 
livelihood for the blind. It is not and should not be a 
method of getting cheap help. 


“Such a training program may open a door for large 
opportunities.” 
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In Memoriam 








C. ANDERSON ALDRICH 


Dr. C. Anderson Aldrich, since 1944 Director of the 
Rochester Child Health Institute, died October 6, 1949, 
at the age of sixty-one. 

Dr. Aldrich was born at Plymouth, Massachusetts, 
March 4, 1888. He obtained his M.D. degree from 
Northwestern Medical School in 1915 and interned at 
the New York Nursery and Children’s Hospital in 1915 
and the Evanston Hospital in 1916. He tcok postgradu- 
ate work in pediatrics at the Harvard Medical School 
in 1921. 

After practicing in Winnetka, Illinois, from 1916 to 
1940, and in Chicago, from 1940 to 1944, he moved to 
Rochester, Minnesota, where he was Professor of Pedi- 
atrics in the Mayo Foundation and Director of the Child 
Health Institute conducted by the Section of Pediatrics 
of the Mayo Clinic. The purpose of the Institute is to 
watch over the health and emotional development of 
Rochester children from birth on, in an attempt to pre- 
vent disease. For his activities in this project, Dr. Ald- 
rich received national recognition and the 1948 award 
from the Lasker Foundation of New York. 

Dr. Aldrich was the author of several books, including 
“Cultivating a Child’s Appetite’ and “Babies are Hu- 
man Beings.” Mrs. Aldrich was a co-author of the sec- 
ond _ book. 

While in Illinois, Dr. Aldrich became successively chief 
of staff at Children’s Memorial Hospital in Chicago, 
consultant in pediatrics at the Chicago Municipal Tuber- 
culosis Sanatorium, chairman of pediatrics in the depart- 
ment of medicine at the Evanston Hospital and a mem- 
ber of the faculty of Northwestern University. 

Dr. Aldrich was a member of the Olmsted-Houston- 
Fillmore-Dodge County Medical Society, the Minnesota 
State and American Medical Associations. 

Surviving him are his wife, a daughter, Mrs. David 
Rower of Northbrook, Illinois, and two sons, Dr. Robert 
A. Aldrich of Rochester and Dr. Stephen L. Aldrich of 
Chicago. 


LYLE LELAND BROWN 


Dr. L. L. Brown, a well-known pediatrician of Crook- 
ston, died October 11, 1949, at the age of fifty-eight. 

Dr. Brown was born at Crookston, September 7, 1891. 
After attending the University of Minnesota, he received 
his medical degree from the University of Illinois Medi- 
cal School in 1918. His internship was served at the 
Michael Reese Hospital in Chicago. After serving in the 
medical corps of the Army during World War I, he 
entered private practice in Crookston. Since 1926 he had 
been associated with the Northwestern Clinic of Crook- 
ston as a pediatrician. 

Dr. Brown was active in civic affairs. He had been 
health officer of Crookston since 1928, member of Crook- 
ston park board for eleven years, and was active in local 
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Chamber of Commerce affairs and county Red Cross 
activities. 

He was a member of the Red River Valley Medical 
Society, the Minnesota State and American Medical 
Associations. 

Dr. Brown is survived by his wife whom he married 
in St. Louis in 1921, 


GRANT R. CHRISTENSON 


Dr. Grant R. Christenson of Minneapolis died October 
19, 1949, at the age of forty-eight. 

Dr. Christenson was born at Starbuck, Minnesota, May 
20, 1901. With his parents he moved to St. Paul in 1906. 
He graduated from Central High School and attended 
Hamline University. He graduated from the medical 
school of the University of Minnesota in 1931. He was 
a member of Phi Gamma Delta and Nu Sigma Nu fra- 
ternities, Scottish Rite Temple and Zuhrah Temple in 
Minneapolis. His medical society memberships included 
Hennepin County Medical Society, the Minnesota State 
Medical Association and the American Medical Associa- 
tion. He was an active member of the Hennepin Avenue 
Methodist Church. 

He is survived by his wife, Virginia; two sons, Carl 
R. and Robert W.; two daughters, Virginia Louise and 
Judith Lynn; and his mother, Mrs. Nellie Grant Chris- 
tenson of St. Paul. 


PAUL N. JEPSON 


Dr. Paul N. Jepson, former fellow of the Mayo 
Foundation and member of the staff of the Mayo Clinic, 
died October 24, 1949, in Pottstown, Pennsylvania. 

Dr. Jepson was born October 12, 1893, in Faribault, 
Minnesota. He received the degree of M.D. in 1920 
from the University of Pennsylvania and was an in- 
tern at Presbyterian Hospital, Philadelphia, from 1920 
to 1921. He entered the Mayo Foundation as a fellow in 
orthopedic surgery on September 1, 1921. He became 
first assistant in orthopedic surgery on July 1, 1924, as- 
sociate in orthopedic surgery, the Mayo Clinic, on Oc- 
tober 1, 1925, and instructor in orthopedic surgery, the 
Mayo Foundation. He received the degree of M.S. in 
Orthopedic Surgery from the University of Minnesota 
in 1926. Dr. Jepson left the Clinic on February 1, 1927. 

Dr. Jepson was a fellow of the American College of 
Surgeons and a member of the American Medical As- 
sociation, the American Academy of Orthopaedic Sur- 
geons and the Philadelphia Orthopedic Club. 


ELIAS HOMER LOOFBOURROW 


Dr. E. H. Loofbourrow, well-known physician on the 
Range for over forty years, died September 16, 1949. 
He was seventy-one years of age. 

Dr. Loofbourrow was born at New Madison, Ohio, 
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June 2, 1878. He graduated from the Ohio Northern 
University at Ada, Ohio, in 1902, and obtained his medi- 
cal degree from the College of Physicians and Surgeons 
in Chicago in 1906. 

He practiced at Chisholm for about six years and at 
Wakefield and St. Charles for short periods before locat- 
ing at Keewatin. Since his retirement in June, 1948, Dr. 
and Mrs. Loofbourrow had resided at Northfield. 

Dr. Loofbourrow was a member of the St. Louis 
County Medical Society, the Minnesota State and Ameri- 
can Medical Association, and carried on a general prac- 
tice. 

He is survived by his wife, a daughter, Mrs. Bernard 
Street of Northfield, and a son, Dr. Ralph Loofbourrow 
of Minneapolis. 


GEORGE E. MALMGREN 


Word has been received of the death of Dr. George 
E. Malmgren, former fellow of the Mayo Foundation, 
which occurred on August 24, 1949, in Los Angeles. 

Dr. Malmgren was born June 6, 1902, in St. Paul, 
Minnesota. He received the degree of M.D. in 1927 
from the University of Minnesota and was an intern at 
St. Mary’s Hospital, Duluth, Minnesota, from April 1, 
1926, to April 1, 1927. He entered the Mayo Foundation 
as a fellow in surgery in April, 1927, but transferred his 
major subject to proctology in January, 1928. He re- 
ceived the degree of M.S. in Proctology in 1930 from 
the University of Minnesota. 

Dr. Malmgren left the Mayo Foundation October 1, 
1931, at which time he went to Los Angeles to practice 
proctology. He was a member of the American Med- 
ical Association and Alpha Omega Alpha. 


WILLIAM HENRY VON DER WEYER 


William Henry Von der Weyer was born in Saint 
Paul, Minnesota, November 12, 1891, and died in his 
sleep July 26, 1949. 

He was the son of Henry and Josephine Stathel Von 
der Weyer. He attended St. Francis parochial school 
and St. Thomas Academy, the Marquette University 
School of Medicine, graduating in 1915, following which 
he interned at St. John’s Hospital, Saint Paul, being 
the first intern at that hospital. 

In 1917 he became associated with the late Dr. Arthur 
J. Gillette, specializing in orthopedic surgery, and after 
his death, with Dr. Carl C. Chatterton until 1938. In 
1948 he formed an association with Dr. Frank S. Babb 
which continued until his death. 

Dr. Von der Weyer was a member of the Ramsey 
County Medical Society, the Minnesota State and 
American Medical Associations, the American Academy 
of Orthopedic Surgery, and the American College of 
Surgeons. 

Dr. Von der Weyer married Mildred M. Esswein, Oc- 
tober 5, 1921. He is survived by his mother, his widow, 
a son, William, and a daughter, Elizabeth. 

“Bill,” as he liked to be called, endeared himself to 
everyone by his modesty, his unfailing equanimity, his 
friendliness and his jovial disposition. He will live long 
in the memory of his many friends. 

Cart L. Larsen, M.D. 
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MALIGNANT TUMORS OF THE LUNG 
(Continued from Page 1189) 


was grossly recognizable in experimentally produced 
pulmonary cancer in rabbits, and at a stage where 
neither x-ray examination nor bronchoscopy could have 
identified the growth. 


The real difficulty lies not so much with the method 
itself, as it does with the training and experience of the 
cytologist—be he a pathologist, a clinician or a biologist. 
Cytology has come to be an important department of 
clinical pathological laboratories. Dr. McDonald and 
his associates should be congratulated for their pioneer 
work in the diagnosis of pulmonary cancer by the 
cytologic method. 


Dr. DeForest R. Hastincs, Minneapolis: Dr. John 
B. McDonald has very ably presented this paper on the 
cytologic examination of sputum in the diagnosis of 
bronchiogenic carcinoma. 


Being an internist, and not a pathologist, I shall limit 
my discussion to the clinical phases of carcinoma of 
the lung. I have been especially interested in the diag- 
nosis of this disease for the past few years, primarily 
because of the frequency with which it has been occurr- 
ing. Perhaps we should say because it is being diag- 
nosed more often rather than that the disease itself is 
occurring more often. 


The diagnosis of carcinoma of the lung is difficult and 
often impossible without a biopsy, even though all other 
methods of diagnosis are used. As an illustration, a 
neighbor of mine came to me a few years ago, stating 
that he had a slight pain in the chest. After history, 
physical, and x-ray examinations were done, an atypical 
lesion was found in the lung. The roentgenologist 
thought it was an atypical tuberculosis. The man was 
very impatient, as is often the case in private practice, 
and wanted a diagnosis at once. He was sent to the 
sanatorium, and after several months was discharged 
as nontuberculous. The lesion remained the same. The 
patient did not want a lobotomy, and consequently a 
definite diagnosis has not been made. One year later 
the lesion is still the same. 


Through the courtesy of the Minneapolis Health De- 
partment, and in my own work at the Public Health 
Center, I have had the privilege of seeing and studying 
many of the films taken during the x-ray survey con- 
ducted in Minneapolis in 1947. The Minneapolis Health 
Department has received a diagnosis on about 4,000. 
From this survey, 117 pecple were found who had car- 
cinoma in some form, and twenty-eight with carcinoma 
of the lung. 


In summary, carcinoma of the lung is common. The 
diagnosis of it is difficult, and often by the time it is 
made, the patient is inoperable. Even the smallest x-ray 
lesion resembling a tumor should have immediate at- 
tention, and all means of diagnosis used. History, 
physical examination, x-ray, and bronchoscopic methods 
have been used for some time. Now, we can definitely 
add cytologic examination to the armamentarium for the 
diagnosis of lung diseases. 
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“Constipation is very frequently found in people of climacteric 
age,....In the vast majority of patients, constipation is prob- 


ably due to improper habits, diet, or gastrointestinal disorders.”* 


The soft, demulcent, water-retaining, mucilloid bulk provided 
by Metamucil gently initiates reestablishment of reflex peris- 


talsis and movement of the intestinal contents. 


G. D. Searle & Co., Chicago 80, Illinois. 


*Werner, A. A.: The Climacteric in Wom ° . 
and Men, Postgrad. Med. “1 02 Gees METAMU Cc I L® Is the highly refined 
1948, ° > mucilloid of Plantago ovata (50%), a seed 





of the psyllium group, combined with 
dextrose (50%) as a dispersing agent. 
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* Reports and Announcements + 





AMERICAN ACADEMY OF GENERAL PRACTICE 

At the annual meeting of Minneapolis Chapter of the 
American Academy of General Practice, held at Inter- 
lachen Club, November 16, Dr. Willis L. Herbert was 
elected president to succeed Dr. Willis M. Duryea, and 
Dr. C. W. Del Plaine was elected vice president to suc- 
ceed Dr: J. H. Higgins. 

Dr. Alexander J. Ross was elected secretary-treasurer 
to succeed Dr. James A. Blake. 


AMERICAN COLLEGE OF ALLERGISTS 

The American College of Allergists, numbering over 
1,000 physicians in North, South and Central America, 
as well as in England, France, Africa, Cuba and the 
Scandinavian countries, mostly specialists in the fields of 
allergy and immunology, will meet at the Hotel Jeffer- 
son, St. Louis, Missouri, January 15 to 18, 1950. 

There will be forty-two addresses by well-known 
physicians and allergists on such subjects as “Dangers 
from Cosmetics,” “Snake Venom in the Treatment of 
Chronic Urticaria,” “The Relation of Allergy to Char- 
acter Problems in Children,” and “Marital Adjustments 
in Parents of Allergic Children.” 

The von Pirquet medal, awarded for outstanding 
achievement in allergy, will be presented to Dr. Paul 
Kallés of Halsingborg, Sweden, by President Jonathan 
Forman. Vera B. Walker, chairman of the British Al- 
lergy Society, London, will be a guest speaker. 

Dr. Fred W. -’ Wittich, Minneapolis, is secretary- 
treasurer of the College. 


ANNUAL CLINICAL CONFERENCE OF THE 
CHICAGO MEDICAL SOCIETY 


An announcement of this year’s Annual Clinical 
Conference of the Chicago Medical Society, marking 
the centennial year of the Society, appears on page 
1241 of this issue. The conference is scheduled for 
February 28 through March 3, 1950. 

The conference, in the nature of a postgraduate course, 
will consist of clinical sessions and lectures by the na- 
tion’s foremost medical authorities and educators, and 
scientific and technical exhibits. Color television and 
black-and-white telecasts will be utilized. The dinner 
will highlight speakers and entertainers. Reservations 
should be made at the Palmer House, which will be 
headquarters for the meeting. 

* * * 
CONTINUATION COURSES 

Cardiovascular Diseases—The University of Minne- 
sota will present a continuation course in cardiovascular 
diseases at the Center for Continuation Study on Jan- 
uary 5 through 7. The course is intended for general 
practitioners. Dr. Tinsley Harrison, professor of medi- 
cine at Southwestern Medical College, Dallas, Texas, will 
act as visiting faculty member for the course. He also 
will present the annual Clarance M. Jackson Lecture on 
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the evening of January 6, when his subject will be “The 
Evaluation of Cardiac Murmurs.” 


Clinical Neurology.—A course in clinical neurology 
will be presented at the Center for Continuation Study, 
University of Minnesota, January 30 to February 11. 
The course is particularly recommended for neurologists, 
psychiatrists, pediatricians, internists and neurosurgeons. 
Visiting faculty members will consist of Dr. Fred Mett- 
ler, Neurological Institute, Columbia University, New 
York; Dr. Walter Klingman, Department of Neurology, 
University of Virginia Hospital, Charlottesville, Vir- 
ginia; Dr. Harold Voris, Neurologic Surgery, Mercy 
Hospital, Chicago; and Dr. Earl Walker, Neurological 
Surgery, Johns Hopkins University, New York. 


* * * 


Pediatrics—A continuation course in Pediatrics for 
general physicians will be presented at the ‘Center for 
Continuation Study January 26 to 28, 1950. The course 
will be divided into three major divisions. A short 
period will be devoted to the importance of hereditary 
and genetic factors in understanding pediatric prob- 
lems. A second portion of the course will emphasize 
common dermatological problems seen in infants and 
children. Common infectious diseases will be consid- 
ered in the third portion of the course. Dr. Franklin 
Top of the Herman Kiefer Hospital, Detroit, Michigan, 
will be the visiting faculty member for the course. 


MINNESOTA SOCIETY OF NEUROLOGY 
AND PSYCHIATRY 

At the annual meeting of the Minnesota Society of 
Neurology and Psychiatry held at the Town and Coun- 
try Club, Saint Paul, November 8, 1949, the following 
officers were elected to serve for the coming year: 

President—William L. Patterson, M.D., Fergus Falls 

Vice President—Burtrum C. Schiele, M.D., Minneapolis 

Secretary-Treasurer—Royal C. Gray, M.D., Minne- 
apolis 

The program for the evening included two scientific 
papers: “A Concept Found Useful in Teaching P’sycho- 
therapeutic Interviewing to Medical Students” (in- 
augural thesis) by Frank Kiesler, M.D., Minneapolis, 
and “Diagrammatic Presentation of the Etiology and 
Treatment of Mental Disorders” by N. J. Berkwitz, 
M.D., Minneapolis. 


MISSISSIPPI VALLEY MEDICAL SOCIETY 
1950 ESSAY CONTEST 

The tenth annual essay contest of the Mississippi 
Valley Medical Society will be held in 1950. The society 
will offer a cash prize of $100, a gold medal, and a 
certificate of award for the best unpublished essay on any 
subject of general medical interest (including medical 
economics and education) and practical value to the 
general practitioner of medicine. Certificates of merit 
may also be granted to the physicians whose essays are 
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REPORTS AND ANNOUNCEMENTS 





THE SECOND OF A SERIES 


Discussing Municipal Securities for Safety: 


and Assured Income from Invest- 
ment of Your Savings 


Municipal securities are issued by States, Counties, Towns, Villages, School Districts, etc., 
throughout the United States to provide funds for roads, school houses and other public 
buildings, water, light, gas and: sewer systems and other improvements needed to furnish 
service to the Public. We buy such of these issues as we feel are safe investments and 


afford proper income and in turn sell them to investors. 


During the war years, municipal borrowing was practically at a standstill and the volume 
of municipal securities was abnormally low. Because of demand on the part of certain 
investors in high tax brackets and lack of supply, the income from municipal securities was 
so low as not to be of interest to the average investor. Municipalities are now going ahead 
with municipal improvements and yields are considerably higher. Yields on municipal 
bonds (income received by investor) suitable for short term bank investment are now 
available from 1.20% to 2.50% and on municipals for the average investor are available 
from 2.50% to 3.50%. 


At present rates of Federal Income Tax, THE TAX EXEMPTION AFFORDED BY MUNICIPAL 
SECURITIES IS VERY IMPORTANT. A 21/.% U.S. Government Bond or Corporate Bond for 
the person paying 20% Federal Income Tax leaves a net return of 2%, 30% tax a net yield 
of 1.75% and 40% tax a net yield of 1.50%. We have a pamphlet showing a comparison of 
yields between taxable and tax exempt (municipal) securities. We will be glad to mail 





you a copy if you will write or call us. 


TELEPHONES 
St. Paul: Cedar 8407, 8408, 3841 
Minneapolis: Nestor 6886 





JURAN & MOODY 


MUNICIPAL SECURITIES EXCLUSIVELY 


GROUND FLOOR 
Minnesota Mutual Life Bldg. 
St. Paul 1, Minnesota 








rated second and third best. Contestants must be mem- 
bers of the American Medical Association who are resi- 
dents and citizens of the United States. The winner will 
be invited to present his contribution at the fifteenth 
annual meeting of the Mississippi Valley Medical So- 
ciety to be held in Springfield, Ill, Sept. 27, 28, 29, 
1950, the society reserving the exclusive right to first 
publish the essay in its official publication—the Missis- 
ippi Valley Medical Journal (incorporating the Radio- 
logic Review). All contributions shall be typewritten in 
English in manuscript form, submitted in five copies, 
not to exceed 5,000 words, and must be received not 
later than May 1, 1950. The winning essays in the 1949 
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contest appear in the January, 1959, issue of the Mis- 
sissippt Valley Medical Journal. 

Further details may be secured from Harold Swan- 
berg, M.D., Secretary, Mississippi Valley Medical So- 
ciety, 209-224 W. C. U. Building, Quincy, Illinois. 


* * * 


WASHINGTON COUNTY SOCIETY 

The regular monthly meeting of the Washington 
County Medical Society was held on November 8. The 
scientific part of the meeting’s program consisted of a 
color-sound motion picture on hypothyroidism. 
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PRESIDENT-ELECT CITES WA “POWER” 
Mrs. Charles W. Waas 

The power of 49 thousand well-informed women is 
immeasurable, judging by the marvelous enthusiasm, 
dynamic energy ahd sincerity of delegates to the State 
Presidents’ Conference, held November 3 and 4 in 
Chicago. 

Although the program afforded an opportunity to 
hear addresses by a number of prominent doctors and 
laymen and one particularly fine talk by a member of 
the Associated Women of the American Farm Bureau, 
the most impressive aspect of the meeting was the fa- 
miliarity with current problems demonstrated by Auxil- 
iary officers, chairmen and members. 

If all Minnesota Auxiliary members could have been 
present, they would have agreed with the goals dis- 
cussed and the methods for achieving those goals, not- 
ably: arranging for the Bulletin, official Auxiliary pub- 
lication, to be available to every member; making sure 
that doctor-husbands subscribe to F/ygeia and that each 
Auxiliary member presents a gift subscription to at 
least one nonprofessional friend or ‘acquaintance; rec- 
ognizing the importance of county Auxiliary meetings, 
taking into account the fact that the day of the purely 
social meeting is past. 


Those attending were advised that there is much to be 
done and the time is late. It is up to every Auxiliary 
member to do her part, study the literature given her, 
keep informed, attend meetings regularly and accept spe- 
cial responsibilities when the need arises. 


FIVE HUNDRED ATTEND HEALTH MEETING 
Mrs. Walter K. Haven* 


Hennepin county health problems were analyzed from 
the standpoints of nursing, medical service, engineering 
and public health education November 4 at the Com- 
munity Health program, held at the Woman’s Club, 410 
Oak Grove street, Minneapolis, and sponsored by the 
Hennepin County Woman’s Auxiliary. 


An estimated 500 women were present to hear the 
discussion of county health problems, conducted by a 
panel which included: Miss Ann Hauser, director, Hen- 
nepin County Public Health Nursing Service; Myron 
Peterson, public health engineer, Minnesota Department 
of Health; Miss Jeannette Simmons, community health 
educator, Minnesota Department of Health; Dr. Clare 
Gates, director, Bureau of Health Information, Minne- 
sota Health Department; Dr. A. B. Rosenfield, director, 


*Public Relations chairman, Hennepin County Auxiliary. 
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Health District No. six, Minnesota Department of 
Health; Dr. Reuben F. Erickson, chairman, Committee 
on Public Policy, Minnesota State Medical Association. 

Dr. Mitrofan Smorszezok, displaced Polish physician 
who is now interning at St. Mary‘s hospital, Minneapolis, 
told the women of his experience in caring for the sick 
under Soviet government supervision. He was _ intro- 
duced by Dr. Horatio B. Sweetser, Jr. 

Luncheon was followed by the showing of several 
health movies. Dr. R. F. McGandy, president, Henne- 
pin County Medical society, spoke briefly and intro- 
duced the afternoon speaker, Dr. Donald W. Hastings, 
head of the Department of Psychiatry and Neurology, 
University of Minnesota. Dr. Hastings discussed “Emo- 
tions and Illness.” 

The meeting was concluded with “The Trials of a 
Doctor’s Wife,” a comedy presented by members of 
the Auxiliary. 


COUNTY GROUP STUDIES SCHOOLS 

The five-point basic program for improvement of 
school health services was studied and discussed by 
the Red River Valley Auxiliary when it met October 
26 at the home of Mrs. J. E. Norman, Crookston. 

The school health program was developed by the 
Minnesota Department of Health, the State Department 
of Education and the Minnesota State Medical Associa- 
tion. It includes: (1) Stripped-to-the-waist examina- 
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‘ions, (2) examination of all children on admission as a 
minimum, (3) each school to have a physician serving 
as school medical adviser, (4) recognition of the many 
emotional problems that exist among the school children 
of today, (5) all adult school personnel to have a medi- 
cal examination each year, including a chest x-ray. 


Mrs. C. L. Oppegaard and Mrs. A. R. Reff led the 
discussion. Mrs. O. K. Behr, president, conducted the 
business meeting. Out-of-town members present were: 
Mrs. E. L. Zorn, Erskine; Mrs. George Cather, Foss- 
ton; and Mrs. M. D. Starekow, Thief River Falls. 





If tuberculosis control is to reach its proper goal— 
the disappearance of tuberculosis from the United States 
—every reservoir of infection must be found and elimi- 
nated. One of the great sources of infection still re- 
maining in this country may be found among inmates 
of mental institutions. Over and over again we have 
been told of the high rates of disease which prevail 
there. In 1946 there were 635,769 mental patients in the 
United States, and 4,247 of them died of tuberculosis. 
This is a rate of 668.0 per 100,000 in contrast to 36.4 
for the general population. Deaths from tuberculosis 
in mental institutions comprised 8.3 per cent of the 
total deaths from tuberculosis in the United States dur- 
ing that year.—Rosert J. ANperson, M.D., Pub. Health 
Rep., Jan. 7, 1949, 
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The Council on Pharmacy and Chemistry of the 
American Medical Association has withdrawn its ac- 
ceptance of sulfathiazole and sulfathiazole sodium. 
The decision was made in view of the fact that less 
toxic sulfonamide drugs and penicillin and strepto- 
mycin are now available. In conformity with its pol- 
icy of withdrawing acceptance of a toxic drug when 
a less toxic but equally effective agent becomes avail- 
able, the Council voted to omit sulfathiazole and 
sulfathiazole sodium from the 1949 edition of New 
and Nonofficial Remedies. 


* * * 


Principal speaker at-a Farm Bureau meeting in 
Wright on October 18 was Dr. Henry Hutchinson, 
superintendent of the Moose Lake State Hospital, 
who discussed the hospital’s mental health program. 

* * * 


It was announced on November 2 that Dr. William 
D. Misbach would soon begin practice in Fairmont 
in association with Dr. E. E. Zemke of that city. A 
graduate of the University of Minnesota Medical 
School, Dr. Misbach served his internship at Wesley 
Memorial Hospital, Northwestern University, Chi- 
cago. He then was called to active duty with the 
Navy and served at the United States Naval Hospi- 
tal, St. Albans, Long Island, New York, and on the 
aircraft carrier, the U.S.S, Coral Sea. Following his 
discharge, he took postgraduate training at Midway 
Hospital, Saint. Paul, and the University of Minne- 
sota Hospitals. 

ene 2 


One of the humanitarian service programs of the 
American Cancer Society is that of volunteer work- 
ers making thousands of dressings to be used by 
cancer patients. The cellulose filling is provided 
without charge by the Society, and volunteers make 
the dressings out of old sheets, diapers or other soft 
materials. They range in size from 2 by 2 inches to 
8 by 12 inches. Hospitals, physicians and individuals 
may obtain them free by writing to a county cancer 
chapter or the Minnesota Division, American Cancer 
Society, 622 Commerce Building, Saint Paul 1. 

¥ * 6 @ 

Dr. Carlton Nelson, formerly of Minneapolis, be- 
came a member of the staff of the Worthington Clin- 
ic on November 1. A graduate of the University of 
Minnesota Medical School, Dr. Nelson interned at 
Minneapolis General Hospital. After serving with 
the Army during World War II, Dr. Nelson returned 
to Minneapolis General Hospital for three and one- 
half years of postgraduate training in surgery. 

* * * 

The marriage of Miss Martha Nordenstrom and 
Dr. F. Norman Sather, of Fosston, took place in the 
Hamling Methodist Church, Saint Paul, on October 
1. Dr. Sather is associated in practice in Fosston 
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with his two brothers, Dr. George A. Sather and Dr. 
Edgar Leland Sather. 


* * * 


A joint loan fund of $100,000, maintained by the 
Illinois State Medical Society and the Illinois Agri- 
cultural Association, is available to medical students 
and is being loaned to finance their medical educa- 
tion on condition that they agree to return to a rural 
community to practice medicine on completion of 
their training. Under the program, young men from 
rural areas who have completed premedical courses 
and have been approved by local farm bureaus and 
medical societies may borrow up to $5,000 to com- 
plete their four-year medical course and one-year 
internship. Many other states have followed Illinois’ 
example since their program was announced last 
year. 

a 


Dr. Reta Adams, formerly of San Antonio, Texas, 
became a staff member of the Fergus Falls State 
Hospital on November 1. A graduate of the New 
York Medical College, Dr. Adams has been affiliated 
with several mental hospitals in the United States. 
She has also been an instructor in the National Medi- 
cal College at Nanking, China, and has held a teach- 
ing position in Calcutta, India. 

* * * 


During the last week of October, Dr. Jules O. 
Meyer of Grand Rapids reported for duty with the 
Regular Army. He was temporarily assigned to the 
medical staff at the U. S. Disciplinary Barracks at 
Milwaukee, Wisconsin, pending transfer to European 
duty later in the winter. 

Dr. Meyer began practice in Grand Rapids in 1938 
and was associated with the Itasca Clinic. As a 
member of the Army Reserve, he was called to active 
duty in 1941 and served in many of the Pacific cam- 
paigns. Following the war, he returned to his medi- 
cal practice in Grand Rapids. He has entered the 
regular Army with the rank of major. 


* * * 


“How National Compulsory Health Insurance 
Would Affect You” was the title of a talk presented 
by Dr. W. D. Coventry, Duluth, at a meeting of the 
Woodland Community Club in Duluth on Novem- 
ber 3. 

e“« * 

Frank W. Moudry, an outstanding pharmacist of 
Saint Paul and the state of Minnesota, was elected 
president of the National Association of Retail 
Druggists at the annual convention in New York in 
September. Mr. Moudry is a Minnesota product, 
having been born in Le Center in 1895, graduated 
from the College of Pharmacy of the University of 
Minnesota in 1915, and practiced his profession in 
various localities in Minnesota before establishing 
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Phone Winnetka 211 








the Apothecary Shop in Saint Paul which he now 
owns and operates. 

Mr. Moudry held several offices of responsibility 
before being elected president of the National Asso- 
ciation of Retail Druggists. In 1928 he was elected 
president of the Minnesota State Pharmaceutical As- 
sociation. He was appointed to the Minnesota State 
3oard of Pharmacy in 1935 and has served as secre- 
tary since 1940. Last year he served as president of 
the National Association of Boards of Pharmacy. In 
1939 he was elected executive secretary of the Na- 
tional Association of Retail Druggists and has served 
as chairman since 1942, 

A banquet was given for Mr. Moudry on Novem- 
ber 17 at the Saint Paul Hotel by pharmacists of the 
state and was attended by léaders of pharmacy 
throughout the country, as well as by members of 
the Minnesota Pharmaceutical Association. 


* * * 


The President’s Letter entitled “The Defense of 
Ethics,” which was written by Dr. E. M. Hammes 
and which appeared in the September issue of 
MINNESOTA MEDICINE, was reprinted in the Man- 
kato Free Press on October 18. The newspaper edi- 
tors commented that the letter, which explained 
why the state medical association had decided to 
allow medical advertising in newspapers, was “so 
clear, so explicit and so effective” that they consid- 
ered it a public service to reprint it in full. 
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Dr. Deane W. Benton, a staff member of the 
Worthington Clinic, announced on November 4 that 
he planned to move to Minneapolis to take further 
training in a specialized field of medicine. Dr. Benton 
began practice in Worthington last spring. 

* * * 


At a meeting of the American Academy of Oph- 
thalmology and Otolaryngology in ‘Chicago on Oc- 
tober 14, Dr. W. L. Benedict, Rochester, was elected 
executive secretary-treasurer of the group. 


* * * 


It was announced on October 12 that prospects of 
obtaining a physician for Jeffers were improving. 
Dr. J. A. Watkins, who was completing a postgrad- 
uate short course at the University of Minnesota, had 
indicated that he would open his practice there if of- 
fice space and living quarters were available. Resi- 
dents of the city began trying to work out a plan 
whereby a clinic could be constructed. 


* * * 


Dr. Robert R. Rosenthal, Saint Paul, was the prin- 
cipal speaker at a meeting of the Chelsea Heights 
Child Psychology Study Circle in Saint Paul on 
October 25. Dr. Rosenthal, a practicing pediatrician 
and a clinical assistant professor of pediatrics at the 
University of Minnesota, spoke on the topic, “Pre- 
vention of Disease in Children and Prevention of 
Complications in Sick Children.” 
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A physician who has completed his internship, or 
a graduate dentist, may be commissioned as a first 
lieutenant, either in the Regular Army or in the 
Medical or Dental Corps Reserve, and now receive 
total pay and emoluments amounting to $473.88 per 
month (if married or with dependents) or $458.88 per 
month (if single and without dependents). These 
figures compare with the former pay totals of $417 
and $361, respectively. 


A physician or dentist who has acquired sufficient 
professional experience, and who can meet the other 
requirements, may be commissioned directly as a 
captain or higher. A captain’s pay, with emolu- 
ments, in the Medical and Dental Corps, is now $546 
(with dependents) or $531 (without dependents), as 
against the former $462 and $426, respectively. On 
completion of four years of service, a captain re- 
ceives regular increases at two-year intervals. 


Comparable increases have been made in the high- 
er grades, thus making the financial rewards of mili- 
tary service more commensurate with those of pri- 
vate practice. 

* * * 

A highlight of the meeting of the Arrowhead So- 
ciety of Medical Technologists in Duluth on October 
28 was a showing of colored pictures taken by Dr. 
John M. Wolff of Duluth while he was abroad. 

* * * 


Dr. Benjamin I. Derauf, Saint Paul, has been 
elected president of the Men’s Garden Club of Saint 
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DOCTOR... 
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and modern prescription pharmacy located on 
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Paul. Dr. Derauf, whose flower-growing specialty is 
delphiniums, is an official of the Men’s Garden Clubs 
of America. 

* * * 

At a special meeting of the Bemidji city council on 
October 6, Dr. Charles W. Vandersluis was appointed 
city health officer. Dr. Vandersluis will fill the unex- 
pired term of Dr. Sidney F. Becker, who resigned to 
accept a teaching fellowship at the University of 
Minnesota Medical School. 

* * * 


Dr. Curtis Johnson has become associated in prac- 
tice with Dr. Walter H. Halloran and Dr. W. B. 
Wells in Jackson. A graduate of the University of 
Minnesota Medical School, Dr. Johnson served his 
internship at Miller Hospital, Saint Paul. He has 
practiced for one year at Emmanuel Hospital in 
Portland, Oregon. 

* * * 

Dr. Gosta Dohlman, professor of otolaryngology at 
the University of Lund, Sweden, visited Duluth in 
November to give a memorial lecture in tribute to the 
late Dr. David L. Tilderquist of Duluth. As he be- 
gan his address, Dr. Dohlman presented to the St. 
Louis County Medical Society an heirloom in the 
nature of a sword which had been carried by a high 
officer in the Swedish medical corps in the seven- 
teenth century, and which Dr. Dohlman had brought 
with him on his lecture tour of this country. 

The sword was given in gratitude for the hospital- 
ity he had received in Duluth and as an act of ap- 
preciation of the fine qualities of Dr. Tilderquist. 
The sword was accepted by Dr. M. H. Tibbetts, 
president of the St. Louis County Medical Society, 
and will adorn the walls of the society’s library in the 
Medical Arts Building. 

It was announced on October 25 that Dr. Jan H. 
Tillisch, consultant in medicine at the Mayo Clinic, 
had been named a member of the board of directors 
of Mid-Continent Airlines, Inc. 

* * * 


Dr. and Mrs. Paul Kenyon, former residents of 
Wadena, celebrated their golden wedding anniversary 
at their home in Vestal, New York, on September 27. 
Dr. Kenyon practiced medicine in Wadena for thirty- 
eight years before retiring and moving away twelve 
years ago. 


Ve * « 


On October 21 the Madison Clinic announced that 
Dr. M. M. Barr would be associated with the clinic 
for the next few months. A graduate of the Univer- 
sity of Minnesota Medical School, Dr. Barr has com- 
pleted a three-year fellowship in obstetrics and 
gynecology at the Mayo Clinic. During his tem- 
porary stay at the Madison Clinic, Dr. Barr planned 
to conduct a general practice. 

x * * 

Dr. R. O. Sather, Crookston, journeyed to the Twin 
Cities in October to attend the semi-annual meeting 
of the Minnesota Society of Internal Medicine in 
Saint Paul and the annual meeting of the Minnesota 
Heart Association in Minneapolis. 
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It was announced on October 26 that Dr. B. J. 
Branton of Willmar had been elected president of the 
Minnesota Public Health Association, to take office 
on April 1, 1950. Dr. Branton, in addition to conduct- 
ing his medical practice, is also mayor of Willmar. 

* * * 

Ten Minnesota surgeons were received into fellow- 
ship in the American College of Surgeons at a meet- 
ing in Chicago on October 21. They are Dr. Frank 
S. Babb, Saint Paul; Dr. Edward A. Banner, Roches- 
ter; Dr. William A. Black, New Ulm; Dr. Clarence 
Dennis, Saint’ Paul; Dr. Rudolph E. Hultkrans, Min- 
neapolis; Dr. Sim B. Lovelady, Rochester; Dr. Collin 
S. MacCarty, Rochester; Dr. Melvin B. Sinykin, 
Minneapolis; Dr. Hendrik J. Svien, Rochester, and 
Dr. Robert W. Utendorfer, Minneapolis. 

* * * 

The Cook County Graduate School of Medicine, 
Chicago, has announced that John W. Neal has joined 
the staff as comptroller and assistant registrar. Mr. 
Neal, a graduate of the Northwestern University 
School of Law, has been engaged in practice in ‘Chi- 
cago for eleven years. He is associated with the II- 
linois State Medical Society as general counsel and 
as executive secretary of its Committee on Medical 
Service and Public Relations. He is the son of the 
late Dr. John R. Neal, who was dean of the Cook 
County Graduate School of Medicine at the time of 
his death. 

* *k x 

“Neurosurgery” was the title of a talk presented by 

Dr. Gordon J. Strewler, Duluth, at a meeting of the 
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St. Mary’s Hospital Alumnae Association and the 
private duty section of the Second District, held at 
St. Mary’s Hospital on November 2. 

*. 

Among members of a Minnesota delegation at- 
tending scientific sessions at the Menninger Founda- 
tion in Topeka, Kansas, early in October, were. Dr. 
M. C. Petersen, superintendent of the Rochester 
State Hospital; Dr. Royal C. Gray, chief of the men- 
tal health unit of the state division of public institu- 
tions; Dr. Edmund Miller of the Anoka State Hos- 
pital, and Dr. John Reitman of the Hastings State 
Hospital. 

e+ « 

Dr. and Mrs. S. G. Knight were honored at a re- 
ception in Randall on November 4. A program and 
refreshments were provided by the many friends of 
the retired physician and ‘his wife. 

+ + # 

Formerly of Madison, Dr. Arthur R. Andrejek has 
become associated with the Henry Clinic in Milaca. 
Dr. Andrejek, a graduate of the University of Minne- 
sota Medical School, served his internship at the 
Henry Ford Hospital in Detroit. He then took some 
postgraduate training in obstetrics at Florence Crit- 
tenton Hospital, Detroit, before moving to Madison 
where he was affiliated with the Madison Clinic for 
two years. 

_— 2 

The Minnesota Heart Association held an all-day 
meeting on November 12 in the Founders Room of 
the Duluth Clinic. The program consisted of a pre- 
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sentation of cases and results of experimental in- 
vestigations in the cardiac field. 





* * * 


Among the 1,457 Regular Army officers in the 
Army Medical Corps as of September 30, there were 
160, or just a shade under 11 per cent, who were 
certified by American specialty boards, according to 
figures released by the Office of the Surgeon Gen- 
eral. Represented in the ranks of the uniformed 
physicians and surgeons were eighteen specialties. 
The Army is seeking additional certified men in all 
eighteen specialties, as well as in allergy, cardiology, 
gastroenterology, and pulmonary diseases. 


* * * 


A clinic building will be the next new structure to 
be erected in the business district of Blackduck. 
Dr. H. A. Palmer of Blackduck ordered construction 
work to start on his building in October, and he 
expects the clinic to be completed next spring. The 
one-story modern structure will house a waiting 
room, a business office, physician’s office, two exam- 
ining rooms, laboratory, x-ray and darkroom, a 
utility room, and a dental suite. 


* * * 


Dr. Joseph Twidwell, recently associated with Dr. 
Frank E; Mork and Dr. A. Harold Mork in Anoka, 
has become affiliated with Dr. A. A. Zierold and 
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Dr. D. J. Moos, with offices in the Medical Arts 
Building in Minneapolis. 
* * * 

Principal speaker at the annual dinner meeting of 
the Rice County Public Health Nursing Service, held 
in Faribault on November 9, was Dr. Viktor O. Wil- 
son, city health officer of Rochester and director of 
District 3, Minnesota Department of Health. Dr. 
Wilson discussed the subject, “Community Health.” 

* * * 

Thirty suburban Hennepin County Christmas Seal 
chairmen, meeting in Minneapolis on November 4, 
preparatory to launching the annual seal campaign, 
heard Dr. Mario Fischer, Duluth public health direc- 
tor, speak on “Milestones in Tuberculosis Control.” 

% £ @ 

Dr. C. G. Uhley, Crookston, attended a special con- 
ference in Lansing, Michigan, on October 11, as a 
delegate of the Minnesota Division, American Cancer 
Society. The conference was held to discuss the 
Hillsdale Plan, a cancer detection plan being tested 
in Hillsdale, Michigan. Dr. Uhley is chairman of the 
Service Committee of the Minnesota Division, Amer- 
ican Cancer Society, and is a member of the board of 
directors. 

* 4s 

An exhibit on tumors of the lung won a certificate 
of merit for four Mayo Clinic staff members at a 
meeting of the American Roentgen Ray Society in 
Cincinnati in October. The four men honored were 
Dr. C. A. Good, Dr. J. R. McDonald, Dr. L. B. Wool- 
ner and Dr. A. H. Bulbulian. 

* * * 


Problems that would be presented by an atomic 
bomb attack were discussed at a convention in Min- 
neapolis on October 7, attended by medical officers 
and enlisted men from Army, Navy and Air Force 
organized reserves. The convention was sponsored 
by the 804th Hospital Center, Colonel Edward P. 
Burch, Saint Paul, commanding officer. 

Lt. Colonel Hanns C. Schwyzer, commanding offi- 
cer of the 900th Mobile Army Surgical Hospital as- 
sisted in the planning of the program. Included in 
the program were motion pictures on the nature of 
the atomic bomb, based on the Bikini test; a talk on 
the use of radioactive drugs in medicine, presented 
by Dr. Harry Z. Mellins, University of Minnesota; 
and a discussion of antibiotics by Dr. Wesley W. 
Spink, professor of medicine at the University of 
Minnesota. 

* * * 


Dr. A. S. Midthune, formerly of Borup, has opened 
offices for the practice of medicine in Lake Park. A 
graduate of the University of Minnesota Medical 
School, Dr. Midthune recently completed two years 
of service in the Army. 

+ * * 


At the sixth session of a medical postgraduate 
seminar in Bemidji on November 1, Dr. John F. 
Briggs, clinical assistant professor of medicine at the 
University of Minnesota, discussed the treatment of 
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heart disease. Dr. William C. Bernstein, clinical in- 
structor in surgery at the University of Minnesota, 
spoke on “Cancer of the Rectum and Anus.” The 
session was part of a seminar consisting of eight con- 
secutive weekly meetings, sponsored by the Univer- 
sity of Minnesota Medical School, the Minnesota 
State Medical Association, and the Minnesota De- 
partment of Health. 
* * * 


Dr. Louis A. Buie, Rochester, has been elected 
secretary-general of the ‘American Board of Proc- 
tology, a new organization approved by the Advisory 
Board for Medical Specialties and the Council on 
Medical Education and Hospitals of the American 
Medical Association. The principal duty of the board 
is to certify physicians and surgeons who are quali- 
fied to practice in the specialty of proctology. 


* * * 


A former staff member of the Norwich, Connecti- 
cut, State Hospital, Dr. Leo Whitehill has joined the 
staff of the Anoka State Hospital, it was announced 
on November 3. 

e+e @ 


At a meeting of the Minneapolis branch of the 
American Association of University Women on Oc- 
tober 10, members heard the first of three scheduled 
talks on national health insurance, with Dr. Max 
Seham of Minneapolis speaking in favor of compul- 
sory health insurance. 


DeEcEMBER, 1949 


Dr. Phebe Pearsall Block, a former Virginia phy- 
sician and a sister of Dr. Robert P. Pearsall, Vir- 
ginia city health officer, has been named the out- 
standing general practitioner for 1949-50 in Rock 
County, Illinois, by the Rock Island County Medical 
Society. 

A graduate of the University of Minnesota Medical 
£chool in 1913, Dr. Block served her internship at 
the University Hospitals. When her brother, Dr. 
Robert Pearsall, entered military service in World 
War I, Dr. Block moved to Aurora to take charge 
of his practice. Later she opened a practice in Vir- 
ginia. In 1928 she moved to Illinois, where she has 
since practiced. 

+ + 2 


Fifty members of the International Society of Sur- 
gery arrived in Rochester on October 24 for a three- 
day tour of inspection of the local medical facilities. 
The tour included visits to the Mayo Clinic and the 
Rochester hospitals, an honor dinner, and a scientific 
program presented by Mayo Clinic staff members. 


+e & 

Dr. Edward C. Maeder, Minneapolis, spoke on 

“Office Gynecology” at a meeting of the Barron- 

Washburn-Burnett Counties Medical Society at Rice 
Lake, Wisconsin, on November 8. 


* * * 


Carlton obtained a full-time physician on Novem- 
ber 1, when Dr. E, A. Pasek opened offices there for 
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the practice of medicine. Dr. Pasek previously had 
been practicing with his brother, Dr. A. W. Pasek, 
in Cloquet. 

* * * 


The American Filipino Medical Aid Association 
has been organized to help provide medical and 
surgical supplies for the Filipinos. The aftermath of 
war has left a crying need there for medical aid. 
The association has been incorporated in Minnesota, 
with headquarters at Room 200, City Hall, Rochester, 
Minnesota. Contributions in the form of money, 
drugs or surgical instruments may be sent to the 
Rochester address. Checks for annual dues or con- 
tributions should be made out to the American 
Filipino Medical Aid Association. Such sums are 
deductible for income tax purposes. 


* * * 


Principal speaker at a meeting of the Blue Earth 
Valley Medical Society in Blue Earth on September 
29 was Dr. Robert Green of the University of Minne- 
sota. Dr. Green spoke on “Coronary Thrombosis.” 


* * * 


Dr. Robert W. Keyes, formerly of Hastings, be- 
came a staff member of the Shipman Hospital in Ely 
on October 3, it was recently announced by Dr. J. P. 
Grahek and Dr. H. N. Sutherland of the hospital. A 
graduate of the University of Minnesota, Dr. Keyes 
served his internship at Mercy Hospital, Loyola 
University Clinic. He later took postgraduate train- 
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ing at Mercy Hospital, Janesville, Wisconsin. Dur- 
ing the past year Dr. Keyes practiced in Hastings. 
* * * 

At a meeting of the Exchange Club in Duluth on 
October 26, Dr. Reno W. Backus, associate medical 
director of Nopeming Sanatorium and director of 
mobile x-ray surveys, stated that St. Louis County’s 
record in tuberculosis control had favorably im- 
proved but still had a long way to go to compare 
with many Minnesota counties. 

Dr. Backus said that the death rate from tuber- 
culosis had dropped from about 120 per 100,000 in 
1920 in St. Louis County to 20.5 per 100,000 in 1948. 
He pointed out that mass x-ray surveys had been very 
instrumental in reducing the rate, since in 1943, the 
year the first x-ray survey was begun in the county, 
the rate was about 40 deaths per 100,000. 

“But,” added Dr. Backus, “we're still just in the 
middle of the ‘respectable’ group of Minnesota coun- 
ties.’ He urged full co-operation of Duluth residents 
in the x-ray resurvey of Duluth which was slated 
to begin about January 15, 1950. 

* ¢ ¢ 

Dr. Arthur A. Zierold, Minneapolis, was named a 
member of the International Society of Surgery at 
a meeting of the organization in New Orleans early 
in October. 

* * * 

As guest speaker at the annual dinner meeting of 
the McLeod County Public Health Association on 
October 27, Dr. Paul F. Dwan, Minneapolis, dis- 
cussed “The Public Health Aspect of Rheumatic 
Fever” and presented a motion picture entitled “We 
Saw Them Through.” Dr. Dwan is an associate 
professor of pediatrics at the University of Minne- 
sota Medical School and chief cardiac clinician of the 
rheumatic fever program. 

* * 

It was announced on October 20 that Dr. Edward 
Zupanc, who was completing a fellowship in pediat- 
rics at the University of Wisconsin General Hos- 
pital, had been offered an opportunity to study for 
one year at the Royal Hospital for Sick Children at 
the University of Edinburgh, Scotland. A graduate 
of the University of Minnesota Medical School in 
1946, Dr. Zupanc served his internship in a Duluth 
hospital. It was not known whether he would ac- 
cept the offer, but it had been stated that he might 
begin practice in Duluth early in 1950. 

* * * 


Dr. Cleon R, Holland, a former Rochester resident, 
has opened offices for the general practice of medi- 
cine in Rochester, it was announced on October 28. 
A graduate of Hahnemann Medical College in 1940, 
Dr. Holland interned at Swedish Hospital, Minne- 
apolis. He served in the Army from 1941 through 
1945, being stationed in Alaska and the Aleutian 
Islands for two and one-half years. After completing 
a residency in medicine at Ancker Hospital, Saint 
Paul, Dr. Holland did research work and was a 
teaching assistant in the physiology department at 
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the University of Minnesota. Last spring he prac- 
ticed for a short time in Plainview for Dr. R. A. 
Glabe. 

+ £2 

At the annual dinner meeting of the board and 
auxiliary committees of the Jackson County Public 
Health Nursing Service, held in Jackson on October 
18, Dr. Paul C. Benton, instructor at the University of 
Minnesota, presented a talk on “Mental Health.” 

* * * 

Through the association in practice of three local 
physicians, it was announced on November 3, the 
communities of Glenwood and Lowry acquired a 
combination clinic, with offices in both communities. 
The three physicians constituting the clinic staff are 
Dr. B. A. Mclver, Lowry, and Dr. Edward M. Elsey 
and Dr. M. K. Plasha, both of Glenwood. According 
to plans at the time of the announcement, Dr. Elsey 
would remain in Glenwood all of the time, Dr. Mc- 
Iver would spend three afternoons each week in 
Glenwood, and Dr. Plasha would alternate between 
the two communities, mornings in one and afternoons 
in the other. 

x * * 

The second annual Medical Public Relations Con- 
ference, sponsored by the Public Relations Depart- 
ment of the American Medical Association, was held 
in Chicago on November 5 and 6. Attending were 
physicians from all parts of the country who are 
charged with the responsibility of interpreting the 
profession and its problems to the general public. 
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The afternoon session on November 5, which covered 
state society public relations projects, was presided 
over by Dr. A. E. Cardle, Saint Paul, chairman of 
the Health Education Committee, Minnesota State 
Medical Association. 

* * * 

The Rochester Child Health Institute, established 
in newly completed quarters, held an open house 
for the public on November 3 and 4. Of primary in- 
terest to visitors was the large playroom furnished 
like a child’s dream house and equipped at one end 
with a one-way-vision glassed partition for use in ob- 
serving children at play. 

Incorporated in January, 1948, with its purpose to 
study and contribute to the health and welfare of 
Rochester children, the nonprofit institute receives 
grants-in-aid from the Mayo Foundation, the Public 
Health Service, the Marshall-Field Foundation and 
the Mead-Johnson Company. Among the staff mem- 
bers of the institute are Dr. Lloyd E. Harris, assist- 
ant director, and Dr. Benjamin Spock, in charge of 
preventive psychiatry. 

* * * 

Dr. Harold S. Diehl, dean of medical sciences at 
the University of Minnesota, left on November 21 
for Great Britain where he and two other medical 
school deans were to make a one-month to six-week 
study of England’s nationalized medical service. The 
study, which was being made at the’request of the 
trustees and Council on Education and Hospitals of 
the AMA, was to determine the effects of nationalized 
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medical service on medical schools and medical edu- 
cation. 
“Sa, 

The 23,000 members of the New York State Medical 
Society have assessed themselves $12 each to pro- 
vide a scholarship fund for the college or profes- 
sional school education of the children of the thirty- 
four members who died in World War II. It is esti- 
mated that the fund will remain in operation until 
1972 and will entail a total expenditure of $328,000. 

*¢ 2 

Public Health Service grants of $2,174,900 for the 
construction of cancer research facilities in fourteen 
hospitals, universities and other institutions were 
announced on November 17 by Oscar R. Ewing, 
Federal Security Administrator. These awards were 
made by the National Cancer Institute, following 
recommendations of the National Advisory Cancer 
Council and approval by Surgeon General Leonard 
A. Scheele of the Public Health Service. 

Dr. Scheele pointed out that the grants have been 
made primarily to institutions closely affiliated with 
medical schools, 

The sum of the National Cancer Institute con- 
struction grants since 1947, when Congress made the 
first appropriation for this purpose, has been sizable 
—$15,728,000. 

* ¢ » : 

In addition to the speakers reported in the Novem- 

ber issue as participating in the seminar on infantile 


1244 


paralysis sponsored by the Elizabeth Kenny Founda- 
tion in Minneapolis on October 3 to 5, the following 
physicians took part in the program: Dr. E. J. 
Huenekens, Minneapolis; Dr. Wallace H. Cole, Saint 
Paul; Dr. John F. Pohl, Minneapolis; Dr. Gilbert 
Dalldorf, Albany, New York; Dr. Marvin A. Stevens, 
New Jersey Medical Center, Jersey City, New Jersey; 
and Dr. Sidney Sideman, Chicago. 
* *k * 


Dr. Russell J. Moe of Duluth was chosen presi- 
dent-elect of the Central Association of Obstetricians 
and Gynecologists at the annual meeting of the as- 
sociation in Oklahoma City, November 3 to 5. 

* * * 


Among those in attendance at the regional meeting 
of the American College of Physicians, held in In- 
dianapolis, Indiana, on November 19, was Dr. Clyde 
A. Undine of Minneapolis. 

* * 


A plaque for distinguished service in the field of 
tuberculosis control was presented to J. Arthur 
Myers, M.D., professor of medicine, preventive medi- 
cine and public health at the University of Minnesota, 
at the annual Christmas Seal dinner, October 25, at 
Coffman Memorial Union, University of Minnesota. 

The award was made on the occasion of the pub- 
lication of Dr. Myers’ latest book, “Invited and Con- 
quered,” a history of tuberculosis in Minnesota. 

Dr. Myers is a past president of the National 
Tuberculosis Association, Mississippi Valley Con- 
ference on Tuberculosis, American College of Chest 
Physicians, and the Minnesota Public Health Asso- 
ciation. He is editor-in-chief of the official publica- 
tion of the American College of Chest Physicians, 
“Diseases of the Chest,” and a member of the edi- 
torial board of the “American Review of Tuber- 
culosis.” 

oe es & 

The AMA Board of Trustees, meeting in Chicago, 
November 5, authorized the Bureau of Medical 
Economic Research to undertake a study of physi- 
cians’ incomes during 1949. The study will be under- 
taken in co-operation with the Office of Business 
Economics of the U. S. Department of Commerce 
and will begin sometime next spring. 

The sample study will be of the mail-question- 
naire type and will be prepared jointly by the Bureau 
of Medical Economic Research and the Department 
of Commerce. The sample will be drawn from the 
Bureau’s complete punch-card file of physicians. The 
questionnaires will be confined principally to ques- 
tions of income and those necessary to cross-classify 
the respondents. The physician will not sign his 
questionnaire. 

e<* © 

It was announced on November 10 that Dr. John 
E. Verby, Jr., formerly of Saint Paul, had pur- 
chased the practice of the late Dr. V. J. Telford in 
Litchfield and would begin practice there on Novem- 
ber 14. A graduate of the University of Minnesota 
Medical School in 1949, Dr. Verby had been practic- 
ing in Cannon Falls. 
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HOSPITAL NEWS 


Construction of a new neurologic unit at Glenwood 
Hills Hospitals, Minneapolis, has been announced by 
the board of trustees. 

The $175,000 unit, which is expected to be ready for 
service by January 1, will be the only non-govern- 
mental center devoted exclusively to the diagnosis, 
treatment and retraining of patients with neurologic 
disabilities in the Upper Midwest. It will have facil- 
ities for the evaluation and treatment of hemiplegic 
patients, multiple sclerosis, convulsive disorders, 
speech disorders, paraplegia and other paralysis, and 
ataxias, 

Staffed by a large number of neurologists, neuro- 
surgeons and therapy technicians, the neurologic 
center of Glenwood Hills Hospitals plans to make 
available a program of total neurologic and rehabilita- 
tive treatment which can result in the discharge of 
about 75 per cent of chronic neurologic patients. 

The neurologic unit will occupy a modern-designed 
addition to the main Glenwood Hills building at 
3501 Golden Valley Road, Minneapolis. 

* ¢ * 


Lutheran Deaconess Home and Hospital, Minne- 
apolis, celebrated its sixtieth anniversary on October 
23 by dedicating two new floors that have been added 
to the hospital sin¢e the war. Two special Sunday 
services marked the event. The two additional floors, 
which were constructed at a cost of more than $300,- 
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000, increase the facilities at Deaconess Hospital so 
that 160 adults and 40 child patients can now be ac- 
commodated. 


* * * 


Amendments to Hill-Burton Act.—The prospects 
for new hospitals and for important research leading 
to improved services in existing hospitals have been 
materially enhanced by amendments to the Hospital 
Survey and Construction Act. The amendments, 
doubling the amount of federal funds which will be 
made available to the states under the Hill-Burton 
Act of 1946, and liberalizing the amount of the fed- 
eral contributions, became effective October 25 when 
they were signed by President Truman. 


Under the terms of the new legislation, the amount 
of federal grants to the states is increased from 75 
to 150 million dollars annually, and the period. dur- 
ing which allotments can be made is extended from 
June 30, 1950, to June 30, 1955. In addition, a new 
formula has been developed which permits a fed- 
eral contribution ranging up to 66.6 per cent of the 
total construction costs for new hospitals, as against 
a contribution of 33.3 per cent under the original 
law. , 

The new legislation provided also for federal 
grants totaling $1,200,000 a year for five years for a 
research program looking toward co-ordination and 
improvement of hospital services. 
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The national hospital construction program is ad- 
ministered by the Public Health Service of the Fed- 
eral Security Agency. 

Surgeon General Leonard A. Scheele has pointed 
out that as of October 1, 1949, 954 hospital projects 
have been approved, approximately 400 are under con- 
struction, while fifty have been completed and are 
open. The majority are small general hospitals of 
fifty-bed or less capacity, located in small towns or 
rural areas. Approximately 37,000 beds will be pro- 
vided for by this construction, or 4 per cent of the 
total need, which has been estimated at 900,000 addi- 
tional beds, the Surgeon General stated. 

Under the provisions of the amendments, the Pub- 
lic Health Service is authorized to make grants for 
additional studies to the states, medical schools, re- 
gional hospital councils, and similar private non- 
profit institutions in an expanded research program. 
These studies may include such projects as the estab- 
lishment of rotating internships, refresher courses for 
physicians, clinical conferences, and provisions for 
common use of diagnostic facilities and equipment, 
all of which will be of aid to smaller hospitals. 


* * * 


It was announced on November 4 that work on the 
Carlton Community Hospital would be resumed im- 
mediately, since approval of the floor plans had at 
last been granted by the Minnesota Board of Health. 
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Approval had been withheld pending revision of some 
of the floor plans to conform with state sanitary and 
safety standards. 

* * * 


More than $50,000 has been pledged by Crookston 
physicians to the Bethesda Hospital Building Fund, 
it was announced on October 26. The contributions 
of the physicians will amount to more than one-sixth 
of the $300,000 which is being sought to construct an 
addition to Bethesda Hospital in Crookston, Solicita- 
tion of physicians was conducted voluntarily by 
agreement among themselves. Results in the gen- 
eral campaign were not available at the time the an- 
nouncement was made. 


* * * 


Cornerstone-laying ceremonies for the Blue Earth 
Community Memorial Hospital were held on October 
17, with Dr. Charles W. Mayo of Rochester as the 
principal speaker. The $450,000 structure, then in an 
advanced stage of construction, was expected to be 
completely enclosed before the onset of winter. 
When completed, the hospital will be a three-story 
building of reinforced concrete and brick, with 
facilities for thirty-two beds. 


* * * 


Even strict bed-rest doesn’t keep patients at Glen 
Lake Sanatorium from exercising a “nose for news.” 
Many of the patients, though confined to bed, still 
serve as reporters for Terrace Topics, a monthly 
news magazine published by the sanatorium patients. 

Eight hundred copies of the magazine are issued 
each month—varying in size from sixteen to sixty 
pages and covering general news stories about the 
hospital, poetry, book reviews and gossip. The 
reportorial staff, made up entirely of patients, fluctu- 
ates with each edition to give everyone an opportuni- 
ty to contribute. Advertising for the publication is 
sold by telephone, and printing is handled by a 
Minneapolis firm. 


BLUE CROSS-BLUE SHIELD NEWS 


One person out of every two families protected by 
Blue Cross and Blue Shield used hospital and doctor 
care during the first nine months of this year. Doctors 
received $797,517 for care to Blue Shield subscribers, 
and hospitals received $6,228,952 for care to Blue Cross 
subscribers. 

In September alone, Blue Shield claims totaled 3,219 
—nearly twice the number of claims paid during the 
entire first nine months of 1948 when Blue Shield claims 
totaled 1,881. Doctors received $120,823.23 in Blue Shield 
payments during September. 


During the first nine months of this year participating 
doctors provided services for 94 per cent of the claims, 
and non-participating doctors for 6 per cent. Unlimited 
or low-income subscribers represented 20.4 per cent of 
the total cases, and limited or higher-income subscribers 
represented 79.6 per cent. Of the total cases, 35.6 per 
cent were medical, 49.4 per cent surgical, 4.8 per cent 
obstetrical, 5.4 per cent x-ray and the balance were for 
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assisting, after care, endoscopy and anesthesia totaling 
4.8 per cent. 

Of the total $6,228,952 Blue Cross benefits to sub- 
scribers during the first nine months of this year, over 
$5,300,000 was paid to hospitals for care of family 
subscribers. 

From January through June, this year, families en- 
rolled under the Blue Cross “Family A,” $5.00 room 
allowance contracts used hospital benefits amounting to 
99 cents out of every dollar they paid into the Blue 
Cross plan. 

These are facts which made an increase in rate for 


this family Blue Cross contract unavoidable. The in- ING LEWO 0D 


crease, which amounts to 25 cents a month, will go into es 
NATURAL OR DISTILLED 


effect January 1, 1950. 

This increase is in direct proportion to the increase in SPRING WATER 
utilization for this “Family A” group over the 1948 
utilization figure, and amounts to 9 per cent. It affects 
only those subscribers who carry the “Family A,” $5.00 
a day room allowance contracts. 

The only alternative to the price increase was a 
decrease in benefits. Greater, not lesser hospital and 
doctor care benefits are needed today with the increased 
cost of medical care. The slight 9 per cent increase will 
enable the Blue Cross plan to continue to give subscrib- 
ers liberal benefits, and continue to be financially sound. 

It is only because Blue Cross and Blue Shield are 
non-profit, community plans that they can offer such 
broad service benefits. Hospitals and doctors working 
together with employers and employes in a non-profit 
plan, designed to benefit the entire community, make 
such benefits possible. 





As of September 30, 1949, close to a million persons 
(954,507) in Minnesota subscribed to Blue Cross, and 
228,956 persons in Minnesota subscribed to Blue Shield. 


Nationally, there are now 75 Blue Shield Plans with 
an enrollment of 11,000,000. 

Over 35,000,000 persons in the nation now subscribe to 
Blue Cross. This is more than half of the 61,000,000 
reported by the Health Insurance Council as having 
voluntary insurance against hospital expense. = 

or 





During the month of October, 18 additional doctors 
enrolled as participating doctors in the Minnesota Blue 


Shield plan, bringing the total of participating doctors . / g i/ 

to 2554 as of October 31, 1949. rofessiona upp Les 
Doctors in private practice who are not participating 

doctors in the Blue Shield plan are requested to enroll. ee 


Write Minnesota Medical Service, Inc., 2388 University 
Avenue, St. Paul, for information. 


During the month of October the Board of Directors . 
authorized an additional $22,500 to be paid to doctors 
holding notes for funds lent to the Blue Shield plan. 
Doctors whose names were drawn by lot were notified of 
redemption of their notes. 


Doctors are again requested to serd in their claims as 
early as possible after a patient’s case is completed. BROWN & DAY, INC. 
Claims on all outstanding Blue Shield cases should be St. Paul 1. Minnesota 
submitted to the Blue Shield office prior to January 1, 
1950, if possible. 
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Correspondence 








To the Editor: 

There have been many inquiries recently regarding the 
arrangements for covering the cost of care for polio- 
myelitis patients. There are a number of factors which 
will be of interest to your readers. 

During 1949 a poliomyelitis incidence of unprecedented 
size (more than 37,000 stricken since January 1) has put 
serious financial strain upon the National Foundation 
for Infantile Paralysis. For the first time in its eleven- 
year history it was necessary to conduct a Polio Epi- 
demic Emergency Drive which although very helpful 
did not entirely meet current needs. 

In its avowed purpose to lead, direct, and unify the 
national fight against infantile paralysis the National 
Foundation undertook support of research and educa- 
tion, for in these areas lie the ultimate hope for eradi- 
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cation of poliomyelitis. These programs are not to be 
compromised in any way. 

The greatest cost to the National Foundation, how- 
ever, is payment for medical care to patients. It is ur- 
gent for all physicians to assist in the institution of 
measures which will reduce costs without prejudice to 
patients. The chief costs are for hospitalization.- Many 
poliomyelitis patients are hospitalized when they can be 
cared for at home at a reduced cost. 

Our experience in this year’s epidemic which has 
spared virtually no part of the country suggests the 
following: 

1. Abortive, nonparalytic and mildly paralytic polio- 
myelitis patients are being hospitalized in the mistaken 
idea that the stated period of isolation must be spent in 
the hospital. 

2. Overly prolonged hospitalization is frequent. This 
is particularly true of the paralytic patient who has 
achieved maximum improvement from daily physical 
therapy. Home care with periodic office or clinic visits 
is then in order. 

3. There still exists in some places a general attitude 
that poliomyelitis is a bizzare disease which only a few 
physicians can manage. This is not so. It is disturbing, 
for example, to find physicians leaning so heavily upon 
the guidance of physical therapists and nurses. The 
physician’s assessment of the total patient is the best 
index in determining when a patient shall leave the 
hospital to receive home, office or clinical care. 

4. Patients hospitalized on general ward services are 
not charged medical fees ordinarily. When patients are 
hospitalized on isolation wards for poliomyelitis, how- 
ever, bills for medical fees are at times submitted. Pay- 
ment is frequently made by the local chapters of the 
National Foundation whose treasuries are now generally 
depleted. 

It is hoped that your readers will understand clearly 
how urgent is our need for co-operation from all prac- 
ticing physicians in the matters mentioned above. 

Sincerely yours, 
Harr E. Van Riper, M.D. 
Medical Director, 
National Foundation for Infantile Paralysis 





In 1948 the Federal Government collected 74 per cent 
of the total taxes collected. State and local govern- 
ments collected 26 per cent of the total. 

Of the 40 billion dollars collected by the Federal 
Government in 1948, 5.5 billions were returned to the 
states. The percentage returned varied from 3 per cent 
in Delaware to 96 per cent in Mississippi. In Minnesota, 
$124,051,188 of the $706,239,359 collected by the Fed- 


eral Government was returned to the state. 
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BOOK REVIEWS 


Books listed here become the property of the Ramsey, 
Hennepin and St. Louis County Medical Libraries when 
reviewed. Members, however, are urged to write reviews 
of any or every recent book which may be of interest 
to physicians. 

















ALLERGY IN RELATION TO OTOLARYNGOLOGY. 
French K. Hansel, M.D., M.S., F.A.C.A. Editor-in-Chief, An- 
nals of Allergy; Director of the Hansel Foundation ; ‘Associate 
Professor of Otolaryngology, Washington University School 
of Medicine. 77 pages. Price, $2.50, cloth. Saint Paul: 
Bruce Publishing Company, 1949. 


X-RAY TREATMENT—Its Origin, Birth and Early History. 
Emil H. Grubbé, B.S., M.D., F.A.C.P. Charter member and 
emeritus member of the Radiological Society of North America; 
charter member of the American Roentgen Ray Society; Diplo- 
mate of the American Board of Radiology; Associate ellow of 
the American Medical Association; emeritus member of the 
Illinois State Medical Society, and a member of the Chicago 
Medical Society, 154 Pages. Illus. Price $3.00, cloth. Saint 
Paul: Bruce Publishing Company, 1949. 


FOR THE NEW MOTHER. Mildred V. Hardcastle, R.N. 163 
pages. ot Price $2.00, cloth. Philadelphia; John C. Wins- 
ton Co., 


PRESENT CONCEPTS OF REHABILITATION IN TUBER- 
CULOSIS. A review of the literature, 1938-1947. Norvin C. 
Kiefer, M.D., M.P.H., Senior Surgeon, United States Public 
Health Service; ‘Assistant to the Chie , Tuberculosis Control 
Division, U.S.P.H. Service. 398 Pages. Price $3.50. Na- 
tional Tuberculosis Association, 1948. 

This book consists of three parts, the first 260 pages 
consist of a review of the literature on rehabilitation, 
1938 to 1947. This momentous task carries with it the 
usual shortcomings of such reviews in that probably 
some of this literature wasn’t worth reviewing and, 
when presented in short abstracts, has little meaning for 
the reader. 

The second part, a chapter called the Future of the 
Rehabilitation Program, which consists of the author’s 
own ideas of the problem of rehabilitation. This is an 
excellent summary and reading of it is recommended to 
all physicians, particularly those interested in tuberculo- 
sis. Dr. Kiefer has stressed the importance of the phy- 
sician assuming the leadership of rehabilitation program. 
At present large sums of money and numerous agencies 
are at work on the problem and a lack of proper leader- 
ship is quite evident. There is a definite tendency of 
the physician to isolate himself from the problem, but 
such should not be, for his position is such that for any 
degree of success the leadership must come from him. 
The author has very well summarized the present knowl- 
edge of this complex problem and points the direction 
to lead us from our present confused ignorance to much 
firmer ground. 

The third part of the book consists of a bibliography 
of some one thousand references, which with part one is 
useful as reference material. 

Ropert E. Lane, M.D. 
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PHYSICIAN’S HANDBOOK, John Warkentin, Ph.D., M.D., 
and Jack D. Lange, M.S., M. 5th ed. Price $2. 00. 294 D. 
Lithographed. Spiral Binding. “Palo Alto, Calif.: University 
Medical Publishers, 1948. 


As the title suggests, this book is a handbook, easily 
fitting the intern’s pocket or sliding into a desk drawer. 
In this small volume are recorded laboratory diagnostic 
procedures and normal values. Part II of the Handbook 
covers almost too much territory, including such items 
as normal obstetrical measurements, antidotes for pois- 
ons, and autopsy procedures. However, Part I alone, 
entitled “Laboratory Diagnosis,” merits the purchase of 
this book. 
Burtis J. Mears, M.D. 
MEDICINE OF THE YEAR. John B. Youmans, M.D. (Edi- 
tor), Dean, College of Medicine, University of Illinois. 143 


pages. Price $5.00, cloth. Philadelphia: 7. Lippincott 
Co., 1949. 


This book is a readable and brief review of the newer 
developments in the various fields of medicine during 
the past year. 

It is divided into four large sections consisting of 
Internal Medicine, Surgery, Obstetrics and Pediatrics. 
Internal Medicine and Surgery are further subdivided 
into various chapters such as allergy, cardiovascular dis- 
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eases, urology, fractures, et cetera. Each chapter is 
reviewed by leading contributors from various parts of 
the country. 

The material presented is a narrative description of 
what has transpired and its significance written in a 
most concise manner. 

The sections on internal medicine and endocrinology 
are especially well done. The chapter on cardiovascular 
diseases made no mention of recent developments in car- 
diac catheterizations or anticoagulant therapy. 

The reviewer recommends this book to the physician 
as an aid to help keep him informed of medical progress. 

J.T.M. 


SYMPOSIA ON BurErrroN OF THE ROBERT GOULD 
RESEARCH FOUNDATION. Vol. 1—NUTRITIONAL 
ANEMIA. Edited by Arthur Lejwa. 194 pages. Distributed 
without cost to individuals and organizations interested in 
nutritional problems. Cincinnati: Robert Gould Research Foun- 
dation, Inc., 1947. 


This little book of 194 pages is worth while reading 
for anyone interested in recent research in the anemias. 
It is composed of ten papers by well-known specialists 
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presenting various aspects of their particular fields of 
research. The chemical, physiological and clinical phases 
of nutritional anemias are stressed. 


The symposium was held in Cincinnati in October, 
1947, under the auspices of the College of Medicine of 
the University of Cincinnati. The papers dealt with 
work published in 1946, or at an earlier date. Therefore, 
the later work on Vitamin B-12 is not included. A paper 
by Maxwell M. Winthrop on the “Physiological Im- 
plications of the Anemic State” is followed by two 
papers on “Folic Acid, Physiology and Use in Nutri- 
tional Anemias.” An interesting paper on “Megaloblastic 
Anemia in Infancy” by Wolf M. Zuelzer, is particularly 
well written. The topic of “Iron Deficiency Anemias” 
and the “Biochemical and Physiological Aspects of Iron 
Metabolism” occupy four short papers. Finally, there 
are two papers on the “Vitamin B Complex and Ane- 
mia” and “Vitamin C and Anemia.” 


Ben Sommers, M.D. 


THE BATTLE OF THE CONSCIENCE. A % chiatric Study 
of the Inner Working of the Conscience. Edmund Bergler, 
M.D. 296 pages. Price $3.75, cloth. Washington, D. C.; 
Washington Institute of Medicine, 1948. 

In this complex work, Bergler has attempted to give a 
Freudian conception of a difficult subject, the formation 
of the consicence. As might be expected from the pen 
of such a distinguished and learned man, the book is 
very well documented and intricately contrived. How- 
ever, numerous criticisms may be made of the work. 
First, it is rather badly arranged, so that it is difficult 
for the reader to gain a clear-cut idea of what the 
author is attempting to elucidate. Secondly, the psy- 
chological explanations which are given are often rather 
narrow in their basis, in the opinion of this reviewer. 
For example, the author’s usual explanation of abnormal 
psychological development is on the basis of individual 
intrapsychic disturbances. He seldom uses cultural or 
interpersonal pathology as explanatory factors in his 
cases. In this he follows rather closely the lead of the 
traditional Freudian theoretician and deviates from the 
more modern attitudes, which are beginning to assume 
greater and greater importance in psychoanalysis and in 
therapy in general. 

The book is not recommended for the beginner in the 
study of theoretic psychology. It is too complicated and 
too badly organized for such a person to receive much 
help from it. On the other hand, it is little more than a 
more detailed explanation of previous Freudian theories 
and is not likely to be of great value to the mature 
student. The usefulness of the book is therefore limited 
to the advanced student in psychology or psychiatry who 
is eager to gain more knowledge of the general Freu- 
dian structure. 
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